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Nay 


BLOOD 
BANK 


(drenosem 


SALICYLATE 


(Brand of carbazochrome salicylate) 


Adrenosem helps conserve the patient’s own 
blood. Adrenosem is accepted pre-op medica- 
tion because it reduces the need for transfusion. 


Adrenosem controls excessive capillary bleed- 
ing by decreasing capillary permeability while 
promoting the retraction of the severed 
capillary ends. Adrenosem’s control of bleed- 
ing results in a clearer operative field. Reduc- 
tion of postoperative ooze and seepage results 
in fewer calls on the nursing staff. 


The safety and effectiveness of Adrenosem are 
proved by the administration of over 17 million 
doses in thousands of hospitals during the past 
7 years. There are no contraindications to Adrenosem 


at recommended dosage levels. 


SUPPLIED: For I.M. injection only—Ampuls: 5 mg., 1 
cc., packages of 5 and 100; 10 mg., 2 cc., packages of 5. 
For oral administration—Syrup: 2.5 mg. per 5 cc. (1 tsp.), 
bottles of 4 oz. Tablets: 1 mg. (s.c. orange), bottles of 50, 
and 2.5 mg. (s.c. yellow), bottles of 50. 


WRITE FOR DETAILED LITERATURE 
AND DOSAGE INFORMATION. 


*U.S. Pat. Nos. 2581850; 2506294 
THE s.c. MasSSENGILL COMPANY 


Bristol, Tennessee 
New York . Kansas City . San Francisco 

















Newly expanded Swope Ridge Nursing Home in Kansas City, Mo. Air-conditioned by Arkla 25-ton Gas Absorption Water Chillers. 
Architects: Hardy & Schumacher. General Contractor: Patti Construction Company. 


Nursing home insured year ‘round comfort 
- with ARKLA GAS air conditioning 


Why have two different systems for comfort cool- ’round basis, heating in winter, cooling in summer. 
ing and heating throughout the year? That ques- Operation is frictionless and trouble-free, with no 
tion occurred to Mr. and Mrs. Albert Incani, owners major moving parts. And the one basic fuel is clean, 
and managers of the Swope Ridge Nursing Home fast, safe, dependable, economical gas. 

in Kansas City, Missouri. For information on Arkla Gas Air Con- 
They found the right answer in Arkla Gas ditioning units, call your local Gas Com- 
Air Conditioning. When they recently gm pany. Or write Arkla Air Conditioning 
expanded the home from a capacity of 20 # Corporation, General Sales Office, 812 
to 60 beds, they installed two 25-ton J ' Main Street, Little Rock, Arkansas. 
Arkla Gas Absorption Water Chillers. \4 a i American Gas Association 

These cooling units operate with steam ’ 


from the same gas-fired boiler that heats gal ,s A FOR HEATING & COOLING 


the home in winter. 


Boiler capacity is put to use on a year : , vy GAS IS GOOD BUSINESS! 


Arkla 25-ton gas absorption unit. Low operating 
costs. Fully automatic. Packaged construction. 
Easy installation. Long dependable service. 
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A B 


Which is chyle and whichis Lipomul LV. ?' 


As you know, after digestion, fat passes as an emulsion called chyle through the lacteals 
into the lymphatics tributary to the thoracic duct, and then into the systemic circulation. 
Lipomul I. V., like chyle, is a fine milk-white emulsion of fat. Its fat particles approximate 
those of chyle in size: about 1/7 the diameter of the normal red blood cell. Because of this 
minute particle size, like chyle, Lipomul I. V. is non-irritating to the vein. The fat provides 
8 times more calories per cc. than does 5% glucose and with markedly increased protein- 
sparing action. It is swiftly and completely metabolized. Therefore, when formation of 


chyle, a major source of calories, is blocked during pre- and post-operative “digestive tract 
bypass,” many surgeons add Lipomul I. V. to their standard fluid and electrolyte regimen 


to provide the most concentrated source of energy. 


tA—Mammalian chyle (highly magnified) 
B—Lipomul I. V. (highly magnified) 


Formula: 
Cottonseed oil 
Dextrose anhydrous 
NN Baiada we aid dw oa bare win 4:8 608th 1.2% w/v 
Oxyethylene oxypropylene polymer ...... 0.3% w/v 
Water for injection .........-.eecceccesoees q-. 
Supplied in 250 cc. and 500 cc. bottles 

Indications and effects 

Lipomul I. V., fat emulsion for parenteral use, sup- 
plies approximately 400 calories per 250 cc. It is indi- 
cated in patients who are unable to take adequate 
food by mouth for any considerable period of time. 
Administration and dosage 

Administer only by intravenous route, as follows: 
For adults 

First 5 minutes 
Next 25 minutes 


10 drops/minute 
40 drops/ minute 
60 drops/ minute 


For infants and children 

First 5 minutes 5 to 10 dropst/minute 
Next 25 minutes .. .0.5 to 1 drop per pound/minute 
THEN .ccccccvcees 0.5 to 1 drop per pound/minute 
t1 cc.— approximately 20 drops. 


Precautions and side effects 

To administer, use only the recipient set supplied in 
the package; Lipomul I. V. must not be mixed with 
transfusions, infusions, or any other parenteral medi- 
cation, or be given simultaneously through the same 
tubing. A total of not more than 14 units (500 cc. 
each), at a rate not exceeding 2 units per day, should 
be given to any one patient. 

Reactions of a “colloid” type may occur, including 
back or chest pain, dyspnea, severe flushing, or urti- 
caria. There may be delayed chill. Transient fever 
has also been noted, as have such other minor reac- 
tions as nausea, vomiting, abdominal discomfert, 
headache, mild flushing, dizziness, and some vari- 
ations in blood pressure and pulse. 

When the recommended dosage is exceeded, an 
“overloading syndrome” may occur characterized by 
chill, fever, abdominal pain, nausea, vomiting, hepa- 
tomegaly, clotting defects, thrombocytopenia, and 
bleeding, particularly from the gastrointestinal tract. 


Lipomul |. V. oom 


Trademark, Reg. U. S. Pat. Off. 
THE UPJOHN COMPANY, KALAMAZOO, MICHIG 
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NEW PATIENT SAFETY: 


HERE ARE THE FACTS ON THE NEW, HIGH-FILTRATION 


SCOTCH SURGICAL MASK 


BRAND 


HOW DOES THE “SCOTCH” BRAND SURGICAL 
MASK COMPARE IN FILTERING EFFICIENCY WITH 
GAUZE MASKS? 


In hundreds of controlled comparative tests (utiliz- 
ing both in-use and mechanical sampling methods 

.. both new and used masks...both brief and 
sustained testing periods) the “SCOTCH” Surgical 
Mask averaged up to 35 times more effective than 
gauze in filtering out airborne bacteria. 


TYPICAL TEST RESULT: (masked subjects, 2 min- 
ute test period) 


of average of only 3 colonies. “SCOTCH” Surgical Mask 


1 “SCOTCH” SURGICAL MASK. Test shows development 
® removed average of 99.4% of airborne organisms. 


oped. Test series indicated gauze mask removed av- 


? STANDARD GAUZE MASK. Average of 105 colonies devel- 
= erage of only 76.4% of organisms. 


for two minutes to unmasked subjects. Average growth 


3 NO MASK. As a control, series of plates were exposed 
® was 445 colonies. 


WHY IS THE DESIGN AND CONSTRUCTION OF 
THE “SCOTCH” SURGICAL MASK SO EFFICIENT? 


The “SCOTCH” Surgical Mask is molded of a new 
Stabilized-porosity synthetic fabric with an unusu- 
ally high filtration capacity. Unlike soft, woven 
fabrics such as gauze, its built-in porosity is perma- 
nent. There is little or no variation from mask to 
mask and no radical loss of efficiency due to com- 
pression, matting, or wetting during use. 


HOW DOES THE CONTOURED SHAPE OF THE 
MASK INCREASE ITS FILTERING EFFICIENCY? 


Because it is held away from the mouth and nos- 
trils, virtually the entire inner surface of the 


“SCOTCH” Surgical Mask acts as a filter. Exhaled 


moisture droplets are not propelled through a small 
area, but are dissipated at low velocity within the 
mask. 


MUST THE “SCOTCH” SURGICAL MASK BE 
CHANGED DURING PROLONGED PROCEDURES? 


Rarely.Whereas gauze masks rapidly lose efficiency 
due to wetting and must be changed frequently, the 
“SCOTCH” Surgical Mask shows little or no drop- 
off in filtering effectiveness in extended use. 


HOW IS LEAKAGE AROUND THE MASK EDGES 
CONTROLLED? 


The adjustable nose piece, contour shape and elas- 
tic band of the “SCOTCH” Surgical Mask provide 
a close fit that minimizes air leakage. Fogging of 
glasses is almost totally eliminated. 


DOES THE MASK’S HIGH FILTRATION MAKE 
BREATHING DIFFICULT? 


Not at all. Because of its large effective filtering 
area, breathing is actually easy. There is no sig- 
nificant CO, build-up within the mask. Speech is 
not muffled. 


WHAT ABOUT COMFORT? 

The “SCOTCH” Surgical Mask has been called “the 
most comfortable yet.” It is lightweight (9 masks 
weigh only one ounce). Measured skin tempera- 
tures have proved 1° cooler than inside gauze 
masks. Vision is not obstructed. Elastic band holds 
mask in correct position without slipping or bind- 
ing. There are no strings to tie or adjust. 
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Enthusiastically accepted. The “SCOTCH” Suiaical Mask shown in use in a leading midwestern hospital—one of the many 
institutions that have already standardized on this high-filtration disposable mask. 


iS THE “SCOTCH” SURGICAL MASK EXPENSIVE 
TO USE? 

No. An independent six-month cost study at a lead- 
ing hospital showed virtually identical over-all] costs 
whether the “SCOTCH” Surgical Mask or gauze 
masks were used. “SCOTCH” Surgical Masks cost 
approximately 9 cents each at quantity prices... 
eliminate a] inspection, Jaundry and re-steriliza- 
tion costs. 

CAN THE MASK BE AUTOCLAVED? 

Yes. While this mask is designed and priced to be 
fully disposable, it may be steam autoclaved with 
no loss of filtering efficiency. 

HOW CAN YOU TRY THE “SCOTCH” SURGICAL 
MASK IN YOUR HOSPITAL? 


Your surgical supply dealer can fill your tria) order 
promptly—box of 50 masks, only $6.00; case of 10 


boxes, $54.00. Or, for free samples and additional 


literature, contact your 3M Sales Representative 
or write to 3M Company, Dept. NAJ 8] 900 Bush 
Avenue, St. Paul 6, Minnesota. 


TPRICES SUBJECT TO CHANGE WITHOUT NOTICE, 


SCOTCH 
SURGICAL 
MASK 


NO. 8300 


MINNESOTA MINING AND MANUFACTURING COMPANY 
ee - WHERE RESEARCH IS THE KEY TO TOMORROW 


® PATENT PENDING 





“SCOTCH” is a registered trademark of 3M Co. COPYRIGH 


T 3m CO., 19623 
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One 
Gruendler 
Disposer 


CAN DO MORE THAN 
2 ORDINARY DISPOSERS 


Disposes bulk waste 
Table scraps from up to 2000 settings 
Pulp, pits, pods, cobs, bones 
Paper cups and milk cartons 
Food preparation wastes 
With little or no maintenance cost 
Have your food consultant or architect write us, or ad- 
dress us direct for full details. Do it today. 


REDUCTION 
EQUIPMENT 


HEAVY-DUTY GRUENDLER 
since 1885 "5915 North Market * St.Louis 6,Mo. | 


L. ee.sisinnonis ainsisin een enanenbiantinaniominitemniiiticeaamuadl 








‘*‘RAPITUBE’’ 


STERILIZER TUBING 
KEEPS THINGS STERILE! 


“RAPITUBE lets STEAM IN 
Keeps BACTERIA OUT!” 


Place catheters, long instruments, tubes, syringes, etc. in Rapitube. Knot 
the ends of the tubing and piace in autoclave. Steam penetrates this 
newly developed tubing through countless tiny pores, so small that proteins 
and bacteria cannot pass. After sterilization, leave the instruments in 
Rapitube and they'll remain in sterile condition so long as the Rapitube 
is not opened or perforated. 

You con sterilize instruments far in advance of actual use. Rapitube is 
transparent, it lets you see clearly what's inside. Join the hundreds of 
hospitals that are using this new technique to save time, labor and money. 


Supplied in 32-ft. or 40-ft. lengths compressed to 9” sticks. 
22mm diameter, package of 10-40 ft. sticks (400 ft.) 
40mm diameter, package of 10-40 ft. sticks (400 ft.) 
60mm diameter, package of 20-16 ft. sticks 
100mm diameter, 1-32 ft. stick, each 
120mm diameter, 1-32 ft. stick, each 


Order from your preferred dealer. 


DUXE PRODUCTS 


P.O. BOX 1192 CINCINNATI 1, OHIO 














hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1961 
Sept. 25-28—63rd Annual Meeting, Atlantic City (Convention Hall) 


MEETING AND INSTITUTE 


CALENDAR 
THROUGH JANUARY 1962 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


AUGUST 


7-11 Hospital Pharmacy (General), San Francisco (Guy S. Mill- 
berry Union, University of California) 

24-26 Canadian Association of Physical Medicine and Rehabilita- 
tion, Saskatoon, Sask. (Bessborough Hotel) 

29-30 Credits and Collections, Portland, Ore. (Hotel Benson) 


SEPTEMBER 


7-8 Montana Hospital Association, East Glacier Park (East 
Glacier Hotel) 
11-15 Hospital Engineering, Washington, D.C. (Willard Hotel) 
11-15 Central Service Administration, Chicago (AHA Headquarters) 


23 American Association of Hospital Consultants, Atlantic City 
(Shelburne Hotel) 
23-25 American College of Hospital Administrators, Atlantic City 
(Convention Hall) 
25-28 American Association of Nurse Anesthetists, Atlantic City 
(Convention Hall) 
29-Oct. 8 American Society of Clinical Pathologists, Seattle (Olym- 
pic Hotel) 


OCTOBER 


2-4 Hospital | dry M g t and Operation, Baltimore 
(Lord Baltimore) 
2-6 American College of Surgeons, Clinical Congress, Chicago 
(Conrad Hilton Hotel) 
2-6 American Nursing Home Association, Cleveland (Pick-Carter 
Hotel) 
2-6 National Federation of Licensed Practical Nurses, Inc., St. 
Paul (Saint Paul Hotel) 
5-6 Saskatchewan Hospital Association, Regina (Hotel Sas- 
katchewan) 
9-12 American Association of Medical Record Librarians, Phila- 
delphia (Benjamin Franklin Hotel) 
9-13 Nursing Service Administration, Chicogo (AHA Headquarters) 
10 Hospital Association of Rhode Island, Providence (Sheraton- 
Biltmore Hotel) 
10-12 Associated Hospitals of Alberta, Calgary (Hotel Palliser) 
11-12 Vermont Hospital Association, Burlington (Vermont Hotel) 
11-13 Hospital Safety and Insurance, Dallas, Tex. (Adolphus-Hotel) 
11-13 Missouri Hospital Association, St. Louis (Sheraton-Jefferson 
Hotel) 
12 Association of Delaware Hospitals, Dover 
12-13 Nebraska Hospital Association, Lincoln (Cornhusker Hotel) 
16-17 National Council on the Aging, New York City 
16-17 Idaho Hospital Association, Boise (Elks Lodge) 
16-19 Staffing Departments of Nursing, Cincinnati (Sheraton-Gib- 
son Hotel) 
16-19 American Dental Association, Philadelphia (Sheraton Hotel 
and Convention Hall) 


(Continued on page 8) 
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PEEL OPEN HERE 
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~ » 
~ S.R. BARD, INC. 


In just 4 seconds this new package 
can be opened... easily, aseptically 
... placing at your disposal a 
Bardex® Foley Catheter, pre-steri- 
lized, ready for instant use. OOO 
The Steril-Peel™ package is one of 
the 16 major advantages that make 
Bardex Foley Catheters first choice 
in most hospitals... advantages 
such as Por-Seal™, Bard’s exclusive 
foundation dip and silicone coating 
that reduces the effect of water 
absorption: multiple dipping for 
stronger, more uniform shafts; and 
the separately made, pre-tested bal- 
loon with reinforcing ribs that main- 
tain a symmetrical shape and 
provide up to 20% more resistance 
to bursting than in “blister” type 
balloons. OO Every one of the 
16 major advantages is needed to 
ensure uniform quality and depend- 
able catheter performance. To be 
certain that you get them all, 
specify BARDEX® Foley Catheters 
by name. 


Cc. R. BARD, INC. 


MURRAY HILL, N. J. 


INTEGRITY 


BARD 


QUALITY 
BMOoriAwmaas 


SINCE 1907 








South Dakota Hospital Association, Sioux Falls (Sheraton- 
Cataract Hotel) 

British Columbia Hospital Association, Vancouver (Hotel 
Vancouver) 

Arizona Hospital Association, Phoenix (Ramada Inn) 

West Virginia Hospital Association, Morgantown (Morgan 
Hotel) 

Oregon Hospital Association, Eugene (Eugene Hotel) 
Colorado Hospital Association, Boulder (Harvest House) 
American Society of Anesthesiologists, Inc., Los Angeles 
(Statler Hilton Hotel) 

Ontario Hospital Association, Toronto (Royal York Hotel) 
California Hospital Association, San Diego (El Cortez Hotel) 
American Dietetic Association, St. Louis (Sheraton-Jefferson 
Hotel and Kiel Auditorium) 

American Association of Blood Banks, Chicago (Drake Hotel) 
Washington State Hospital Association, Yakima (Chinook 
Hotel) 


NOVEMBER 


3 Indiana Hospital Association, French Lick (French Lick Hotel) 
Oklahoma Hospital Association, Tulsa (Mayo Hotel) 
Hospital Directors of Medical Education, Chicago (AHA 
Headquarters) 

American Occupational Therapy Association, Detroit (Shera- 
ton-Cadillac Hotel) 

Physical Therapists, Miami Beach (Deauville Hotel) 
Hospital Pharmacy (Specialized), Chicago (AHA Headquarters) 
Maryland-D.C.-Delaware Hospital Association, Washington 
(Shoreham Hotel) 

Kansas Hospital Association, Hutchinson (Baker Hotel) 
Minnescta Hospital Association, Minneapolis (Leamington 
Hotel) 


9-10 Virginia Hospital Association, Richmond (John Marshall 
Hotel) 

13-15 Association of American Medical Colleges, Montreal, Quebec, 
Canada (Queen Elizabeth Hotel) 

13-17 American Public Health Association, Detroit (Cobo Hall) 

13-17 Hospital Housekeeping (Advanced), Chicago (AHA Head- 
quarters) 

13-17 Dietary Department Administration, Boston (Somerset Hotel) 

14-16 Directors of Hospital Volunteers (Basic), Denver (Cosmopoli- 
tan Hotel) 

26-Dec. 1 Radiological Society of North America, Chicago (Palmer 
House) 

27-30 Operating Room Administration (Advanced), Indianapolis 
(Sheraton-Lincoln Hotel) 

28-30 Hospital Dental Service (Advanced), Chicago (AHA Head- 
quarters) 

30-Dec. 1 — Hospital Association, Springfield (St. Nicholas 
Hotel) 


DECEMBER 


11-15 Hospital Design and Construction, Los Angeles (Statler Hilton) 

13-15 Medical Record Librarian's Institute on Medical-Legal Princi- 
ples of Medical Record Administration (Advanced), Chicago 
(AHA Headquarters) 

26-31 American Association for the Advancement of Science, 
Denver (Denver Hilton) 


JANUARY 


18-19 Alabama Hospital Association, Mobile (Admiral Semmes 
Hotel) 
26 South Carolina Hospital Association, Columbia (Wade 
Hampton Hotel) 





handiest all ’round helper 


2 


Laundry 
Hamper 
Linens 
Foods 
Vegetables 
Meats 
Liquids 


Wet or Dry 
Waste 


Soaps or 
Detergents 


Cleaning 
Supplies 


Lavatory 


Receptacle 
_ ASK YOUR SUPPLIER or write: 


RUBBERMAID INC. + COMMERCIAL DIVISION - WOOSTER, OHIO - COOKSVILLE, ONT. 


Rubbermaid 


50 GALLON 


Containers 


Durable plastic for rugged duty, can't 
rust or dent. Noiseless and won't mar 
walls or furniture. Attractive for use 
anywhere. 

Sanitary—no dirt or moisture trapping 
corners or seams. Smooth easy-to-wipe 
sides—steam cleanable. 

Lighter to handle—easier to empty. 
The most economical general utility 
container in original price and service 
life. 





No. 3564 19%” square by 3214” high. 
Grey or white. Also available in round 
13% and 22-gallon capacities, square 
19 and 23-galion capacities. 





Rubbermaid 
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Fingerprints through an examination glove? 


Yes...it actually can be done! Such sensitivity is yours for the first time in 
the new WILSON TRU-TOUCH* Disposable Vinyl Examination 
Glove -the most sensitive finger-tips next to your own. Non-constricting 
...seam-free construction. In a marketing study, more physicians 
preferred Tru-Touch to conventional examination gloves. A product of 
BECTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 


*WILSON AND TRU-TOUCH——-TRADEMARKS 84761 





officers, trustees and councils 


OF THE AMERICAN HOSPITAL 





OFFICERS 


President 
Frank 8. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn. 


President-Elect 
Jack Masur, M.D., Clinical Center, National Institutes 
of Health, Bethesda 14, Md. 


immediate Past President 


Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


Treasurer 
John N. Hatfield, 244 E. Pearson St., Chicago 11 


Executive Vice President 

Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 

Secretary 

Maurice J. Norby, 840 North Lake Shore Drive, 
Chicago 11 

Assistant Secretary 

James E. Hague, 840 North Lake Shore Drive, Chicago 
ll 


Assistant Treasurer 
John E. Sullivan, 840 North Lake Shore Drive, Chicago 
1 


BOARD OF TRUSTEES 

Chairman: Frank 8. Groner, Baptist Memorial Hos- 
pital, Memphis 3, Tenn. 

John N. Hatfield, 244 E. Pearson St., Chicago 11 

Jack Masur, M.D., Clinical Center, National Institutes 
of Health, Bethesda 14, Md. 

Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


Term Expires 1961 
D. R. Easton, M.D., Royal Alexandra Hospital, Edmon- 


ton, Alta. 
Hilda H. Kroeger, M.D., Elizabeth Steel Magee Hos- 


pital, Pittsburgh 13 
Clarence E. Wonnacott, Latter-day Saints Hospital, 
Salt Lake City 3, Utah 


Term Expires 1962 

George T. Bell, Hospital Service Association of North- 
eastern Pa., Wilkes-Barre, Pa. 

Philip D. Bonnet, M.D., Massachusetts Memorial Hos- 
pitals, Boston 18 

James M. Daniel, Columbia Hospital of Richland County, 
Columbia 4, 8.C 

Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 


Term Expires 1963 
Donald W. Cordes, Iowa Methodist Hospital, Des Moines 
4, Iowa 


Rev. John J. Humensky, Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 

William 8. MeNary, Michigan Hospital Service, Detroit 
26 

Boone Powell, Baylor University Medical Center of 
Dallas, Dallas 10, Tex. 


Coordinating Council 


Chairman: Jack Masur, M.D., Clinical Center, Na- 
tional Institutes of Health, Bethesda 14, Md. 

J. Milo Anderson, Presbyterian Medical Center, San 
Franciseo 15 

Robin C. Buerki, M.D., Henry Ford Hospital, Detroit 2 

George E. Cartmill, Harper Hospital, Detroit 1 

Dean A. Clark, M.D., Massachusetts General Hospital, 
Boston 14 

John A. Dare, Virginia Mason Hospital, Seattle 1 

Frank 8. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn 

T Stewart Hamilton, M.D., Hartford Hospital, Hart- 
ford 15, Conn. 

Mrs. Harry Milton, Jewish Hospital of Saint Louis 
Auxiliary, St. Louis 10 


Council on Administrative Practice 


Chairman: George E. Cartmill, Harper Hospital, De- 
treit 1 

Term Expires 1961 

Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 

James M. Crews, Methodist Hospital, Memphis 4, Tenn. 

William K. Klein, Long Island College Hospital, Brook- 
lyn 1, N.Y. 


10 


Term Expires 1962 
George W. Graham, M.D., Ellis Hospital, Schenectady 
8, N.Y. 


Victor F. Ludewig, George Washington University Hos- 
pital, Washington 7 

Russell H. Miller, University of Kansas Medical Cen- 
ter, Kansas City 12, Kans. 


Term Expires 1963 

Alvin J. Binkert, Presbyterian Hospital in the City of 
New York, New York 32 

John M. Danielson, Evanston Hospital, Evanston, Ill. 

Jack A. L. Hahn (vice chairman), Methodist Hospital 
of Indiana, Indianapolis 7 

Secretary: William T. Middlebrook Jr., 840 North Lake 
Shore Drive, Chicago 11 


Council on Association Services 


Chairman: John A, Dare, Virginia Mason Hospital, 
Seattle 1 

Term Expires 1961 

Avery M. Millard, California Hospital Association, San 
Francisco 2 

Sister Rose Marie (vice chairman), Mount Marty 
College, Yankton, 8. Dak. 

Rev. Granger Westberg, University of Chicago Clinics, 
Chicago 37 


Term Expires 1962 

William 8. Brines, Newton-Wellesley Hospital, New- 
ton Lower Falls 62, Mass. 

J. A. Gilbreath, Arkansas Baptist Hospital, Little 


Rock, Ark. 
Richard Lubben, Kadlec Methodist Hospital, Richland, 
Wash. 


Term Expires 1963 

Gene Kidd, Baptist Hospital, Nashville 4, Tenn. 

Stuart W. Knox, Connecticut Hospital Association, New 
Haven 11, Conn. 

Stanley W. Martin, Ontario Hospital Association, Toron- 
to 7, Ont. 

Secretary: Jack W. Owen, 840 North Lake Shore Drive, 
Chicago 11 


Council on Blue Cross, Financing 

and Prepayment 

Chairman: J. Milo Anderson, Presbyterian Medical 
Center, San Francisco 15 

Term Expires 1961 

N. D. Helland, Group Hospital Service, Tulsa 1, Okla. 

Fredric P. G. Lattner, Hospital Service, Inc. of Iowa, 


Des Moines 7, Iowa 
John H. Zenger, Utah Valley Hospital, Provo, Utah 


Term Expires 1962 

H. A. Schroder, Blue Cross of Florida, Inc., Jackson- 
ville 1, Fila. 

Robert M. Sigmond, Hospital Council of Western Penn- 
sylvania, Pittsburgh 13 

Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 

Term Expires 1963 

Robert T. Evans, Hospital Service Corporation, Chicago 
90 


John R. Mannix (vice chairman), Blue Cross of 
Northeast Ohio, Cleveland 15 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 

Secretary: Maurice J. Norby, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 


Chairman; Robin C. Buerki, M.D., Henry Ford Hos- 
pital, Detroit 2 

Term Expires 196! 

Rev. Stephen K. Callahan, Our Lady of Fatima Hos- 
pital, Providence 4, R.1. 

Kenneth J. Hol ist da Hospital, St. Paul 3 

William L. Wilson (vice woe: are Mary Hitchcock 
Memorial Hospital, Hanover, N.H. 

Term Expires 1962 

W. P. Earngey Jr., Harris Hospital, Fort Worth 4, Tex. 

Clyde L. Sibley, Birmingham Baptist Hospitals, Bir- 
mingham 11, Ala. 

W. W. Stadel, M.D., San Diego County General Hos- 
pital, San Diego 3, Calif. 

Term Expires 1963 

Louis B. Blair, St. Luke’s Hospital, Cedar Rapids, 
Iowa 

Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 

James P. Richardson, Presbyterian Hospital, Charlotte 
1, N.C. 





Secretory: Kenneth Willi Washinet Service 
Bureau, Mills Bldg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 





ASSOCIATION 


Council on Hospital Auxiliaries 


Chairman: Mrs. Harry Milton, Jewish Hospital of 
Saint Louis Auxiliary, St. Louis 10 

Term Expires 1961 

Mrs. Columbus Conboy, Ladies Auxiliary of St. Joseph 
Infirmary, Louisville 17, Ky. 

Mrs. Leonard A. Lang, Women’s Auxiliary, Cambridge 
State School and Hospital, Cambridge, Minn. 

Mrs. Kurt A. Scharbau, Rockford Memorial Hospital 
Auxiliary, Rockford, Il. 

Term Expires 1962 

Mrs. Robert N. Carson, New Rochelle (Hospital) League 
for Service, Inc., New Rochelle, N.Y. 

Max L. Hunt, Yakima Valley Memorial Hospital, 
Yakima, Wash. 

Melba Powell (vice chairman), Coahoma County (Hos- 
pital) Women’s Auxiliary, Clarksdale, Miss. 

Term Expires 1963 

Mrs. Howard Barker, Latter-day Saints Hospital Aux- 
iliary, Salt Lake City 3, Utah 

Mrs. Vivien Ross, Royal Victoria Hospital, Montreal 
2, Que. 

Richard O. West, Norwalk Hospital, Norwalk, Conn. 


Secretary: Patricia Sussmann, 840 North Lake Shore 
Drive, Chicago 11 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., Hartford Hos- 
pital, Hartford 15, Conn. 

Term Expires 1961 

Leonard O. Bradley, M.D., Winnipeg General Hospi- 
tal, Winnipeg 3, Man. 

Richard D. Vanderwarker, Memorial Hospital for Cancer 
and Allied Diseases, The James Ewing Hospital, New 
York 21 

David B. Wilson, M.D. (vice chairman), University 
Hospital, Jackson 5, Miss. 


Term Expires 1962 

Henry T. Clark Jr., M.D., 
lina, Chapel Hill, N.C. 

Cecilia H. Hauge, R.N., Department of Medicine and 
Surgery, Veterans Administration, Washington 25 

Henry N. Pratt, M.D., Society of the New York Hos- 
pital, New York 21 


Term Expires 1963 

Paul R. Hanson, Emanuel Hospital, Portland 17, Ore. 

David Littauer, M.D., Jewish Hospital of Saint Louis, 
St. Louis 10 

Col. James T. MeGibony, MC, Office of the Surgeon 
General, Department of the Army, Washington 25 


Secretary: Madison B. Brown, M.D., 840 North Lake 
Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: Dean A. Clark, M.D., Massachusetts Gen- 
eral Hospital, Boston 14 


University of North Caro- 


Term Expires 1961 

Elbert DeCoursey, M.D., Sec.D., Southwest Foundation 
for Research and Education, San Antonio 7, Tex. 

Charles 8. Paxson Jr., Hahnemann Hospital, Philadel- 
phia 2 

James W. Stephan (vice chairman), Program in Hos- 
pital Administration, University of Minnesota, Min- 
neapolis 14 

Term Expires 1962 

Charles D. Flagle, Johns Hopkins Hospital, Baltimore 5 

Walter J. McNerney, University of Michigan School of 
Business, Ann Arbor, Mich. 

Andrew Pattullo, W. K. Kellogg Foundation, Battle 
Creek, Mich. 

Term Expires 1963 


Orville N. Booth, St. Francis Memorial Hospital, San 
Francisco 9 

G. Halsey Hunt, M.D., National Institutes of Health, 
Bethesda 14, Md. 

Robert E. Toomey, Greenville General Hospital, Green- 
ville, 8.C. 


Secretary: Richard L. Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Executive Staff 


Edwin L, Crosby, M.D., director 

Maurice J. Norby, deputy director 
Kenneth Williamson, associate director 
Madison B. Brown, M.D., associate director 
James E. Hague, assistant director 

Richard L. Johnson, assistant director 
Edmond J. Lanigan, assistant director 

J. Allan Mahoney, M.D., assistant director 
John E. Sullivan, controller 
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point to 
nutritional 
guidance 


A CONTROLLED, 
DAILY DIET 


INCLUDING 


RICH, QUALITY PROTEINS... MEAT 


Meat is one of nature’s best sources of complete pro- 
tein. In addition, meat contributes important B vita- 
mins and significant amounts of essential minerals: 


iron, copper, phosphorus, magnesium and potassium. 
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HOSPITALS, J.A.H.A. 





introducing He aultans 


Mark S. Blumberg, M.D., senior 
health economist, Division of Eco- 
nomics Research, Stanford Re- 
search Institute, 
Menlo Park, 
Calif., reviews 
in an article be- 
ginning on page 
34, the findings 
of a research 
study on auto- 
mation in hos- 
pitals. 

Dr. Blumberg 
has been a 
member of the 
Institute staff since 1956. His pre- 
vious experience was with the U.S. 
Public Health Service, Washington, 
D.C., where he worked on special 
assignments dealing with public 
health aspects of civil defense, ra- 
diological health and highway 
safety research. Prior to this, he 
was connected with the Johns 
Hopkins University Operations Re- 
search Office, Washington, D.C., 
as an operations analyst, working 
on problems connected with mili- 
tary and medical planning. 

Dr. Blumberg, who is chairman 
of the San Francisco Professional 
Group on Bio-medical Electronics 
and a member of the Operations 
Research Society of America, re- 
ceived his M.D. degree from Har- 
vard Medical School, 


DR. BLUMBERG 


Constance Chalmers, recreation di- 
rector at Rancho Los Amigos 
Hospital, Downey, Calif., discusses 
the recreational 
program at a 
chronic disease 
hospital in her 
article begin- 
ning on page 44. 

Mrs. Chal- 
mers has had an 
interesting and 
varied career 
since she re- 
ceived her A.B. 
degree from 
Pembroke College, Brown Univer- 
sity, Providence, R.I. During the 
1930s, she was engaged for several 
years in social work, and taught 
night school in a junior college. 
Following this, she was a tutor in 


MRS. CHALMERS 
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Bogota, Colombia. She also has 
worked with the International 
Grenfell Association, a medical 
mission, in Forteau, Labrador, 
where she acted as a nurse, craft 
teacher, social worker and recrea- 
tion leader. During World War II, 
she worked for the Red Cross and 
organized the first volunteer and 


recreational program at a small air 
base hospital in New Jersey before 
supervising 500 volunteers at Cush- 
ing General Hospital, Framingham, 
Mass. 

Mrs. Chalmers is a member of 
the National Recreation Associa- 
tion and the Los Angeles County 
Employees Association. 
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*New Product Announcement 





a significant | = 
achievement 1n 
corticosteroid 
research 


HAIDRONE- 


(paramethasone acetate, Lilly) 














Esculopius, 


Haldrone is a potent synthetic corticosteroid with marked anti-inflammatory 
activity. In steroid-responsive conditions, it provides predictable anti-inflam- 
matory effects with a minimum of untoward reactions. Gratifying response 
has been observed in patients transferred from other corticosteroids to Hal- 
drone. There is relatively little adverse effect on electrolyte metabolism. With 
Haldrone, sodium retention is unlikely, psychic effects are minimal, and 
there appears to be freedom from muscle weakness and cramping. 
mg. 
Haldrone, 2 mg., Hydrocortisone mg. 


is approximately Prednisone or prednisolone mg. 
equivalent to Triamcinolone or methylprednisolone 


Dexamethasone 


Although the incidence of significant side-effects is low, the usual contra- 
indications to corticosteroid therapy apply to Haldrone. 


Supplied in bottles Tablets Haldrone, 1 mg., Yellow (scored) 
of 30, 100, and 500 Tablets Haldrone, 2 mg., Orange (scored) 


ELI LILLY AND COMPANY «- INDIANAPOLIS 6, INDIANA, U.S.A. 
140046 
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a key member 
of your Oxygen Therapy team 


wears this cap 


He drives a Linde delivery truck. And to you, this is important—it means he’s backed by a leading manu- 
facturer of Oxygen U.S.P....by the fastest, most flexible distribution network in the country. 
Naturally, you can rely on him to fill every routine need. But what's more important—Linde’s “Emergency 
Oxygen Back-up” gives you added assurance that your out-of-the-ordinary demands can be met. When the 
need is urgent, Oxygen U.S.P. is on its way to you in minutes. 
Dependable oxygen delivery is vital to a hospital. This is just one of the many services Linde is ready to 
offer you. To learn about the others, call your nearest Linde representative or distributor or write 
Linde Company, Division of Union Carbide Corporation, 270 Park Avenue, New York 17, N. Y. In Canada: 
Union Carbide Canada Limited, Linde Gases Division, Toronto 12. 

LINDE UNION 


Linde / first in Oxygen U.S.P. COMPANY Maiuti: 


“Linge” and “Union Carbide” are registered trade marks of Union Carbide Corporation. 





In 1961, you, the nation’s physicians, will diagnose 

an estimated 70,000 cases of cancer of the colon and rectum. 
Although potentially this is a highly curable cancer, 

each year more than two thirds of such patients 

die of the disease. Thousands are lost needlessly. 

They could be saved by proper medical treatment of the disease, 
found by annual examination, in its presymptomatic 

and most curable stage. The regular health checkup 

and alertness to first symptoms are great life-savers. 

To help bring such patients to you in time, 

the American Cancer Society has developed 

a forceful, comprehensive public education 

program on cancer of the colon and rectum. 

The Society’s newest film, Life Story 

dramatizes for the public the importance 

of the inclusion of digital and 


PROCTOSCOPIC 
EXAMINATIONS 

IN THE ANNUAL 
HEALTH CHECKUR 


In this, as in the preparation of all 

of its life-saving educational materials, 
the Society is aided by the best 
medical and lay experts available. 

The physician and the layman 

in the American Cancer Society 

are truly partners for life. 
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Hospital and medical economics: 
A special report on the Michigan study 


The study of Hospital and Medical Economics, con- 
ducted by the University of Michigan and directed 
by Walter J. McNerney, has just concluded the pres- 
entation of its report to the Michigan Governor’s 
Commission on Prepaid Hospital Care. The Com- 
mission, which initiated the study in 1957, was estab- 
lished in 1956 to explore prepayment costs, benefits 
and coverage, in response to public reaction to a 
Michigan Blue Cross request for a rate increase. 

Under the chairmanship of Judge George E. Bowles, 
the Commission, representing many segments of the 
public interest in health care, will now direct its 
activity toward an action program for Michigan, 


using the facts and conclusions of the study in devel- 
oping its own recommendations. The report will be 
published in the late fall, in two substantial volumes, 
by the Hospital Research and Educational Trust. 

The brief summary which follows does not attempt 
a complete condensation of the several thousand 
manuscript pages of the report. The definitive con- 
clusions and recommendations from the 13 projects 
of the study would alone far outrun the alotted 
space. This summary does, however, outline the ob- 
jectives and scope of the study, indicate the substance 
of the several projects and present a partial overview 
of the findings and recommendations. 


Perspective on health care 





The voluntary system by 
which health care is provided, 
used, and financed is a complex 
network of many component 

% Eve. 
groups. These groups are always > Serre on 
interrelated and sometimes over- 
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health system. In today’s cli- 
mate, major and positive poli- 
cy decisions are called for. Ad- 
justments that are uncertain or 
only minor could prove to be not 
merely unacceptable but fatal 
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lapping, yet paradoxically are 
often isolated through preoccu- 
pation with their own particular 





Direct payment 


to voluntary effort. 
Key groups among those ex- 
erting public pressures include 
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functions in the system. The 
Michigan study rose from the 
need to establish a common per- 
spective for these diverse groups. 
Through such an overview, the 
immediacy and relevancy of 
problems of utilization and fi- 
nancing of health care could be 
evaluated and possible solutions 
weighed by all on the basis of 
facts. 

The first section of the study 
establishes the focal length for 
this perspective. It points out that problems in Michi- 
gan must be viewed as representative results of a 
period of transition rather than as local phenomena. 
The problems rise from demographic changes, such 
as population growth and movement; economic 
changes, such as the rise of mechanization, the in- 
crease in wealth and changes in its distribution; 
political changes, such as the growth in all levels of 
government in response to pressure resulting from 
population growth, urbanization and industrialization; 
social changes, such as the rising educational level 
and the acceptance of health as a basic human neces- 
sity; scientific changes, such as the development of 
scientific medicine, with the accomplishment of 
lengthened life and the challenge to creative health. 

All of these factors combine to create proliferating 
needs, and to develop public pressures—of varying 
kinds and in varying degrees—on the voluntary 
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government, management, labor, 
prepayment and insurance, med- 
icine, hospitals, welfare, patients 
and public. These same groups 
are key components of the vol- 
untary health system. They may 
be distributed among three broad 
categories: the population, the 
consumers of health care; the 
providers of care, and prepay- 
ment, insurance and govern- 
ment, which build the economic 
bridge between the recipients 
of care and those who provide the care. 

Interlocking the system, and giving it unity of 
purpose—beyond the basic interchange of services 
and payments—is a fourth category, a complicated 
body of controls, internal and external, formal and 
informal, imposed and voluntary. These four cate- 
gories, schematically represented on this page, also 
represent the main divisions of the study report: 

In all projects, the emphasis was on measurable 
material—on specific facts that could be used (1) to 
supply constructive interpretations of those facts to 
persons in positions to make key policy decisions; (2) 
to define fundamental problems so that, in spite of 
points of dispute among groups, the basic issues might 
be made apparent and the merits of alternative solu- 
tions dispassionately considered, and (3) to demon- 
strate the effective role fact-finding can play in over- 
all planning. 


number e%e,, 
Othe, 
BB PROVIDERS 
OF CARE 
ot 


om eta 











ji 


17 





The population: 


the consumers of care 


‘ HE MICHIGAN STUDY begins with a population sur- 
vey which establishes the problem areas, defining 
the segments of the population whose needs are met 
and financed inadequately or not at all. 

Health care economics is unique among the various 
areas of consumer economics. Expenditure for health, 
unlike consumer expenditures such as housing, is not 
and cannot be related to income on an ascending scale. 
The impact of medical expenses is highly skewed; 
it falls lightly on some families, moderately on many, 
and crushingly on a few. When the unpredictable 
need arises, the consumer may choose whether or not 
to seek care only if he is not too uncomfortable or 
incapacitated. Once he has become a patient, the 
services: he receives are chosen not by himself, ac- 
cording to his economic capacity, but by others, as 
dictated by his condition. 

Problem areas are created for the voluntary system 

by those who need health care but lack purchasing 
power. The difficulties can be resolved to the extent 
that prepayment can provide that power. 
A survey which explores 
the characteristics of a pop- 
ulation, and its use and fi- 
nancing of health care, is 
not unique; many have 
been conducted at national and local levels. This sur- 
vey, however, did make unique applications of sta- 
tistical method which have confirmed hypotheses and 
clarified obscurities. For this reason it is aptly termed 
“a map-making expedition, rather than a voyage of 
discovery”. 

Researchers have faced a dilemma in such surveys. 
They could use a small sample in order to analyze 
intensively, but in this case, subgroups of critical 
importance might be so small that the data would 
be unreliable as a basis for conclusions. The alterna- 
tive was a total sample so large as to be unwieldy 
for exploring in depth. 

In the Michigan study this dilemma was resolved 
by using a probability sample of approximately 1000 
families (3500 persons)—small enough for intensive 
study—but expanding the sampling of small but crit- 
ically important subgroups, such as the aged and 
persons with major medical expenditures. The data 
in the enlarged subgroups were then reweighted for 
correlation with the total sample. 

Another stumbling block to accurate interpretation 
of data has been the difficulty of appraising the rela- 
tive importance of various factors. For example, with 
conventional methods of analysis, factors such as age, 
sex, or income are considered separately making dis- 
tributions of population. By using another technique 
(multivariate analysis) it was possible to interrelate 
such factors to measure their relative significance. 


New methods 
sharpen focus 


A third contribution to methodology, made possible 
by the small sample, was the checking of specific 
responses to source. Thus, hospitalization experience 
reported in the interview was checked out with the 
hospital or insurance carrier; and affirmation of cov- 
erage by prepayment or insurance was verified, and 
accurately amplified, by obtaining from the specified 
plan or insurance carrier information on the degree of 
coverage (benefits) provided under the specific con- 
tract. 

The study points out that employment of this meth- 
odology in other similar studies would meet the need 
for additional significant data that are additive, com- 
parable and susceptible to interrelation. 

The survey made two facts unmistakably clear: 

@ There is measurable skewing of medical expenses 
of all types, not just those for doctor or hospital. Half 
of the families in Michigan had total health costs of 
less than $200 in 1958, but one family in five paid 
$500 or more. Hospitals account for 35 per cent of 
total costs; physicians, 33 per cent; dentists, 14 per 
cent; prescribed medicines, 11 per cent, and other 
items, 7 per cent. 

@ For those whose resources are either chronically 
or intermittently low, insurance and prepayment cov- 
erages are poor. The locus of the problem of meeting 
the costs of medical care lies with the aged and the 
low income groups. Less than half the aged (65 and 
over) have any health insurance at all, and one-third 
of all low income persons have no coverages. In the 
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total population, only one-fifth lack coverage. Fur- 
ther, the coverage of the low income and aged groups 
generally pays a smaller proportion of the expense 
than that of other groups. 

The aged are peculiarly and unpredictably vul- 
nerable to medical expenses, and uniquely low in 
resources to meet these expenses. The prompt action 
of the Michigan legislature to implement Medical 
Assistance to the Aged was commended. The study 
recommended that particular attention be paid to the 
problem of reduction of aged families to dependency 
as the result of large medical bills. 

Low income families tend to have greater total 
medical expenses than all but very high income fami- 
lies. Even after adjustment for such factors as age, 
insurance, family size and education, the data demon- 
strated that consumption of health care services in- 
creases steadily as family income declines below 
$6000 annually. 


PROBLEM GROUPS 


Among low income families, two problem groups 
were identified. The first group, relatively small, is 
composed of those chronically and consistently at the 
bottom of the income scale; the data suggest that 
they are widely scattered geographically, and include 
a larger than average proportion of nonwhites, farm 
laborers and nonfarm service workers. 

Three alternatives are suggested as possible means 
of providing this group with purchasing power for 
health care: (1) the state might pay all or part of 
the costs of insurance or prepayment, at a suitable 
benefit level; (2) general public assistance might 
be used; (3) the state might work out for this group 
a program roughly parallel to Medical Assistance for 
the Aged. 

The second problem group in the low income cate- 
gory includes those who lose their insurance or pre- 
payment protection due to irregular employment. The 


study on lapse rates carried out in the prepayment 
project indicates that laid-off employees tend to drop 
coverage even when they are given an opportunity 
to continue it on a direct-pay basis, at group rates 
and benefits, and even when the forthcoming need is 
obvious, as in expected maternity. The study recom- 
mended that management and labor explore ways of 
paying for coverage of temporarily laid off workers, 
either directly or through accumulation of reserves 
for the purpose. As an alternative, unemployment 
benefits might be expanded to include payment of the 
premium in some standardized amount. 

A complementary problem, loss of coverage as a 
result of loss of income due to illness, might be 
approached in similar fashion. 

Retirees also present problems, with coverage large- 
ly limited to nongroup policies at higher rates. Some 
large Blue Cross-Blue Shield groups have extended 
participation at group rates, and with group benefits, 
to retirees, at their own expense. Steps should be 
taken by the prepayment plans, insurance companies, 
management and labor to make this privilege uni- 
versal. 

Some families not in the low income group have a 
problem in obtaining adequate coverage because they 
are not eligibile for group participation. The study 
recommends that prepayment plans and private in- 
surance make an energetic effort to enroll these fami- 
lies under group benefit structures, and at premium 
rates as nearly as possible comparable to group rates. 

To strengthen present prepayment and insurance 
contracts it was recommended that the right of the 
company to cancel or to refuse renewal of a contract 
should be eliminated; that both prepayment and in- 
surance should give serious consideration to broaden- 
ing benefits, and that expanded benefits, once incor- 
porated into standard contracts, should be made 
available to as many contract holders as possible 
without undue discriminatory pricing. 


The providers 


of care 


RIMARY EMPHASIS IN THE five projects of this sec- 

tion of the study is on hospitals, the original and 
still the primary purveyor involved in prepayment. 
The first project examined the use of the hospital by 
physicians and patients, in terms of some of their 
characteristics, and explored the nature and volume 
of services provided and the costs and means of 
financing. Also measured for the first time was the 
effectiveness of use. 

New methods developed in the study again laid the 
foundation for a new precision in findings. First of 
these was application of probability sampling tech- 
niques to hospitals and to medical records. This made 
it possible to establish a representative sample of 
47 hospitals, and in turn to sample nearly 11,000 of 
their patient records to obtain data on age, sex, diag- 
nosis and treatment. Other pertinent data, such as 
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dollar costs, were also obtained from each hospital. 
From these data, it was established that most vari- 
ations in use are related to differences among patients, 
such as age, sex and diagnosis. It was found that 
those 65 and over stay twice as long as those under 
65; that their average bill is 83 per cent higher, and 
that they have the least prepayment and insurance 
protection. Ancillary charges increase as well as 
total charges; there was no apparent concentration of 
custodial care in the aged. 
Criteria for effective use of 
the hospital, a major con- 
tribution of the study, were 
established for 18 selected 
diagnoses by panels of 
medical specialists. They included indications for 
admission; maximum and minimum limits for length 


Effectiveness 
of use 


19 





of stay; hospital services required; complications that 
might lengthen stay, and criteria for discharge, 

Acknowledging that only the professional can meas- 
ure the need for services, the method represents the 
pooled judgment of specialists and sets flexible rather 
than rigid limits. This avoids the problem created by 
individual evaluation of appropriate use by one phy- 
sician, or by group consensus without specific criteria. 

With the criteria, effectiveness can for the first time 
be weighed impartially and realistically to determine 
the presence or absence of faulty admission, overuse, 
or underuse. The data so derived are comparable and 
can be additive wherever derived. The sampling meth- 
ods and the criteria together ca. be used by individ- 
ual hospitals, hospital associations, or prepayment 
agencies. Data so obtained will be useful to prepay- 
ment not as a stick but as a tool or as a substitute 
for or underpinning to experience rating, which does 
not consider relevance of need and appropriateness 
of use. 

The 18 selected diagnoses account for around 47 per 
cent of all discharges, and 38 per cent of total days 
of stay, in Michigan. They include medical, surgical, 
pediatrics and obstetrics-gynecology cases. The cri- 
teria were applied to records of 5750 cases. In all 
cases where the recorded facts did not meet the cri- 
teria, and in a sampling of those which did, the 
attending physician was interviewed to obtain more 
detailed information of a medical and socioeconomic 
nature. 


RESULTS OF APPLYING CRITERIA 


Admission was classified as unnecessary in only one 
case in 40 of those studied intensively. However, when 
the five diagnoses classified as 100 per cent necessary 
(for example, delivery) were excluded, the propor- 
tion of inappropriate admissions under the remain- 
ing diagnoses was nearly double the average. 

Underuse of diagnostic and treatment procedures 
was fairly common. More than one patient in four 
(29.4 per cent) did not receive services established 
by expert consensus as required for their condition. 
Overuse of such procedures could not be measured 
because the criteria were not sufficiently specific for 
this purpose. 

Length of stay, which was established as a range 
for each diagnosis, was appropriate in five of six cases. 
When the patient was the source of payment, under- 
stay (16.7 per cent) was far more common than over- 
stay (6.3 per cent). For any other source, whether 
or not the patient participated, the reverse held true; 
overstay (11.8 per cent) was twice as common as 
understay (5.6 per cent). 


NEED FOR COMPREHENSIVE COVERAGE 


The effectiveness study, like the population survey, 
demonstrated that the prime health need of the popu- 
lation is increase in the ability of all the population 
65 and over to achieve comprehensive insurance or 
prepayment coverage. Extended support, possibly by 
a variety of means, some outside of prepayment, 
would seem necessary to solve the health care prob- 
lems of the aged and to prevent the economic burden 
from falling on Blue Cross-Blue Shield alone. 

Prepayment plans should express forcefully their- 
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willingness to make possible continued group cover- 
age after retirement, and should urge management 
and labor, who have the primary responsibility, to 
implement this program. 

Insurance companies should give some primacy to 
secial goals over market considerations and should 
withdraw contracts directed to those 65 and over 
which contain significant deductible or coinsurance 
provisions, low ceilings on indemnities, or numerous 
exclusions; wherever relevant, the powers of the in- 
surance commissioner should be used to encourage 
this development. 

Fiscal controls of overuse through such features as 
deductibles, coinsurance and ceilings on benefits should 
be viewed with extreme caution; they have a strong 
association with low volume of care, and there is 
some reason to suspect a further association with un- 
deruse of the hospital. At least until there is better 
information on which to act, Blue Cross-Blue Shield 
should stand by the basic philosophy of comprehen- 
sive coverage. 


USE OF NEW CRITERIA 


Specific recommendations were made for an ex- 
panded and improved study of effectiveness, ex- 
tended beyond the hospital stay alone. A permanent 
state hospital commission was suggested as the logi- 
cal site of responsibility for such a study. Exploration 
of extramedical factors entering into overstay or un- 
derstay, and development by professional groups of 
effectiveness criteria for other types of care, were 
pointed out as added possibilities. 

Blue Cross requirements for participation should 
add subscription to the Professional Activities Study 
of the Commission on Professional and Hospital Activ- 
ities, the study concluded, in order to provide knowl- 
edge of variations in hospital use, and data for man- 
agement and control. Blue Cross should also strongly 
encourage each hospital to conduct a continuing 
study of effectiveness. 

Hospitals with less than 50 beds were found to have 
the largest total ineffective use (22.4 per cent) of any 
group. It was recommended that for purposes of Hill- 
Burton construction aid, accreditation, Blue Cross 
participation and eligibility for any form of third- 
party reimbursement, the minimum acceptable size 
for the acute general hospital should be set at 50 
beds, and increased to 75 beds when feasible. Smaller 
hospitals considered essential because of geographic 
location should be licensed for limited and stated 
purposes, with control and supervision of the facili- 
ties exercised by the nearest acceptable hospital com- 
petent to do so. 

A pilot study on changing 

Changing patterns of care compared 

services and costs in 1938, 

patterns 948 and 1958. Since few 

hospitals could supply 

comparable data for these years, the study was lim- 

ited to five hospitals and treatment of six specific diag- 

noses. (Specific recommendations for maintenance and 

preservation of significant data were made, based on 
the limitations found.) 

In spite of their pilot nature, the data demonstrated 
unquestionably that increase in complexity of serv- 
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ices is an important factor in increasing costs. For all 
diagnoses, specific services had increased in total and 
in average number per admission and per patient day; 
and many innovations were noted, especially in tests 
and drugs. In five diagnoses, stay was much shorter; 
in the sixth, acute myocardial infarction, stay had 
lengthened as dictated by recent medical findings. 
Follow-up on the pilot study was urgently recom- 
mended, to demonstrate to the public the improve- 
ment in care which is continually in progress, and the 
link between quality and price; and to face the prob- 
lems of varying levels of care provided by hospitals 
today. 
A special project analyzed 
the supply and distribution 
of the health professions 
and skills in Michigan. The 
inventory, which included 
a wide range of personnel, showed that Michigan 
shares the national shortage of health skills, and con- 
firmed various earlier studies, national and local. The 
study found that active steps must be taken merely to 
maintain 1959 manpower ratios. 


Health 
manpower 


ANNUAL INVENTORY NEEDED 


Major over-all recommendation was establishment 
of a state-wide commission to conduct a similar in- 
ventory on a continuing annual basis. Represented in 
addition to medicine, dentistry and nursing should be 
the smaller health professions and occupations, Such 
a continuing inventory would provide a basis for 
specific recommendations regarding recruitment, 
training and improvement of productivity. 

Pointing out that the key person in provision of 
health services is the physician, the study found that 
the already low supply could not keep up, at present 
rates, with population growth. Recommended were 
aid for medical students; expansion of present medi- 
cal schools and establishment of a new school which, 
properly located, would encourage redistribution and 
in-migration of physicians and other personnel; and 
measures to increase productivity of the physician 
through use of paramedical personnel. 

The segregation of doctors of medicine and of 
osteopathy was noted as a particular problem in 
Michigan, where osteopaths form 14 per cent of total 
practitioners. To increase productivity, compromise 
solutions such as joint endorsement of mixed hospi- 
tal staffs were recommended. 

Detailed recommendations included a series on the 
acute need for nurses, and for expansion of hospital 
schools of nursing, which provide the bulk of nurs- 
ing manpower. 

A study of the total spec- 
trum of 1300 hospitals and 
allied institutions and 
agencies found both dupli- 
cations and discontinuities. 
The overview emphasizes the potential of the general 
hospital in its coordinating role, and in extending 
scope of services. Need was seen for experimentation 
in this area, to be sponsored by the purchasers of care. 

External factors such as inflation, population growth 

and increased individual use of services were found to 


Hospitals and 


allied institutions 
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account for three quarters of the increase in short- 
term hospital costs from 1950 to 1958, High cost was 
associated with greater depth and scope of services, 
larger variety and extent of skilled personnel and 
higher standards. Hospitals should document these 
relationships more conclusively, the study urged, to 
combat the dangerous tendency to associate low cost 
with efficient operation. 

Multivariate analysis was used for the first time to 
study factors in availability and use of hospitals. A 
linkage was found; but it was cautioned that arbi- 
trary limits set to prevent overuse could cause under- 
use. 

CONSTRUCTION PLANS, NEEDS; INVERSE RATIO 

Present planning for construction, determined by 
interviews in a sample of hospitals, was correlated 
with needs for facilities as defined by existing Hill- 
Burton standards. The least planning was found to be 
in the area of greatest need (chronic, rehabilitative, 
nursing home, psychiatric), where the force of volun- 
tary financing is lacking. Conversely, the greatest ex- 
pansion is planned in areas of least need (acute, 
short-term). Extension of coverage and better plan- 
ning are needed to correct this imbalance. 

Recommended was formulation of three types of 
standards as criteria for participation in prepayment, 
based on quality, on costs, and on need. Size and 
accreditation status refer to quality. Cost standards 
should stimulate uniform and accurate reporting, 
rather than act as arbitrary limits. Determination of 
need for beds and services is so complicated, and of 
interest to so many agencies, that it might well be 
the province of a state-wide organization, with some 
type of control to prevent excessive duplication. 

An intensive study in a 
sample of hospitals found 
that many had failed to 
exploit accounting tech- 
niques as a management 
tool. Recommended was adoption by all hospitals of 
the system contained in the American Hospital Asso- 
ciation’s Uniform Chart of Accounts and Definitions 
for Hospitals. Further, the Michigan Hospital Associ- 
ation was urged to develop a program by which all 
hospitals could prepare uniform reports for central 
agencies. Use of this program should then be made a 
condition of participating status in Michigan Blue 
Cross. Exploration by the hospital association of 
possibilities for electronic data processing was urged. 


Accounting 
and finance 


INTERNAL CONTROLS 


The study recommended that all hospitals adopt 
budgeting and responsibility accounting, with stress 
on middle management participation; cost analysis; 
auditing and review of internal controls by certified 
public accountants, and publication of condensed an- 
nual financial statements for creation of better public 
understanding. 

Rates should be based on full cost for each service, 
determined by cost analysis, the study found, with an 
additional allowance for capital needs and community 
services. Ratemaking related to rates of other hospi- 
tals or to reimbursement ceilings was deplored, 

Revision of reimbursement contracts on the basis 
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of these improved procedures was recommended. The 
study demonstrated that the Blue Cross reimburse- 
ment formula actually produced higher inpatient per 
diem costs than more definitive methods. It recom- 
mended payment for full costs of each service, with- 
out a ceiling but with criteria for participation based 
on quality standards such as effectiveness. A three- 
year period was suggested for development of the 
program, with action by the insurance commissioner, 
if necessary, at the end of that time. 


The study included a limited analysis of Blue 
Cross-Blue Shield financial operations. Recommend- 
ed for Blue Cross were a reassignment of responsi- 
bility for hospital cost verification and increased 
contingency reserves; for Blue Shield, more timely 
financial statements, and study of the increase in fre- 
quency of services, and of the degree of adverse selec- 
tion in recent years. 

The study also recommended enactment of a state 
lien law as a protection to hospitals. 


Prepayment, insurance 
and government 


f Beserame TO THE FINANCERS of health care, the study 
established as a major project the examination of 
prepayment and commercial insurance with regard to 
benefits, coverage, underwriting and rating practices; 
plans for extension of coverage and for research; and 
function. Special projects also examined the impact 
of experience rating on community rating; character- 
istics of groups with high and low loss ratios; relation 
between levels of benefits and hospital utilization, and 
the effect of layoffs on continuity of coverage and on 
claim experience. 

The roles of government as provider and purchaser 
of care were examined in detail on a state-wide basis. 
Exhaustive questionnaires 
were sent to the prepay- 
ment plans and to all com- 
mercial carriers with over 
$25,000 of premium vol- 
ume for group coverage, or $20,000 for individual 
coverage. The responses represented 95.5 per cent of 
the total coverage written in the state. 

In total coverage (59 per cent) and in group cover- 
age (64 per cent), the Blue Cross plans rank first in 
Michigan. Commercial carriers lead in nongroup 
coverage (62 per cent). The bulk of commercial 
coverage is carried by out-of-state companies; this 
finding, like many others in the study, is also true 
for many states other than Michigan. 

Comparison of benefits currently offered indicates 
that both prepayment and commercial insurance have 
come a long way in recent years in making more 
comprehensive coverage available. If the consumer 
shops around, he can obtain the protection he wants 
in most cases. Under group contracts, service benefits, 
indemnity and major medical are readily available to 
groups of five or even less. Most dependents are eligi- 
ble for coverage. Conversion on separation from the 
group is frequently offered, sometimes even with 
group benefits. Ever under individual coverage, simi- 
lar benefits may be obtainable; noncancellable, guar- 
anteed renewable and paid-up features are available. 


Prepayment and 
commercial 


insurance 


PURCHASING POWER FOR COVERAGE 


The major weakness of the present system was pin- 
pointed in the population survey: the consumer can 
obtain the protection he wants, but only if he has 
the purchasing power. In addition, coverage is un- 
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available to people who cannot or will not be legiti- 
mate members of groups, and who cannot get in- 
dividual coverage because of age, occupation or 
physical condition. 

Responses to the survey indicated that minimal 
planning was being done by the insurance companies 
with regard to the problem of coverage for the aged, 
the rural population, the handicapped and the sub- 
standard risks. The prepayment plans were attempt- 
ing to work out programs to provide such persons 
with group coverage with standard benefits, at a 
premium below cost. 

Inquiries regarding statistics and research showed 
data on subscribers to be meager; data on subscribers 
with claims were more abundant, but little material 
was readily available for data processing. 


FUNCTIONS OF PREPAYMENT, INSURANCE 


Prepayment organizations consider it their func- 
tion to act as a budgeting mechanism to meet all 
health care expenses. The insurance companies see 
their function as bearing and spreading risk, in order 
to indemnify expenses that exceed budgeting re- 
sources, 

Thus in theory prepayment should supply only 
service benefits, in as complete a range of services 
as possible; in practice in the medical field, service 
benefits become indemnity benefits above a certain 
income level. On the other hand, insurance compa- 
nies, which in theory should offer only indemnity and 
should require cost-sharing in all cases, in practice 
offer comprehensive benefits and first-dollar coverage 
in some contracts. 

One difference found was that in prepayment there 
are fewer underwriting restrictions than in commer- 
cial insurance, and those few are interpreted more 
liberally. Even with tax advantages and low over- 
head, prepayment is thus vulnerable to insurance 
competition. 

Prepayment plans can tighten underwriting only at 
the cost of reduction of population coverage and de- 
crease in the total sum available for financing care. 
The alternatives which must be recognized are either 
to tighten controls over hospitals, assuring effective 
use and administration of services, or to face the 
establishment of prepayment as a public utility 
monopoly. 
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The practice of experience 
rating, which lowers pre- 
miums to those using less 
health care and vice versa, 
has been an unmeasured 
threat to prepayment plans rating on a community- 
wide basis. In an attempt to measure the impact of 
this practice, a special project was set up. The loss 
ratios (ratio of benefits used to premiums paid) of 
all groups that transferred coverage from prepay- 
ment to commercial insurance between 1953 and 1957 
were compared with the loss ratios of similar groups 
transferring from commercial insurance to prepay- 
ment, All such groups of 100 or more were studied, 
but the number was still too small, and the range of 
loss ratios too wide, for definitive conclusions. How- 
ever, the higher average loss ratios of groups trans- 
ferring to Blue Cross, and the lower averages of 
groups transferring from Blue Cross to commercial 
insurance, joined with an unmistakably rising trend 
in loss ratios for the transfers to Blue Cross, were 
sufficient to indicate that the impact of such transfers 
is beginning to have an adverse effect. 


Experience rating 


SKIMMING THE CREAM 


Thus the study found definite evidence that com- 
mercial insurance is beginning to skim the cream of 
the risks. Unless steps are taken to counteract this 
effect, prepayment plans will face a spiraling rate 
structure and the loss of more desirable portions of 
their subscribers. The two effects will exert accelera- 
tive influences on each other, further compounding 
the problem. 

A related study showed a wide range in loss ratios 

among various prepayment groups classified by size, 
occupation, and location. The range in itself was suf- 
ficient to warrant further exploration by Blue Cross. 
The highest loss ratios by occupation were for hos- 
pital groups, considered to be nonacceptable risks by 
some insurance companies. By size, the highest loss 
ratios were for the smallest groups. 
The relationship of levels 
of benefits and the degree 
of hospital utilization has 
been the subject of much 
speculation. Analysis was 
attempted through comparisons of groups matched 
for age, sex, area and occupation, but differing in 
having either comprehensive or restricted coverage. 
Considerable difficulty was encountered in obtaining 
matching groups. In one pair of the two finally se- 
lected, the age data proved to be inadequate, and, 
since age is such an important determinant of utili- 
zation, the comparisons were inconclusive. The other 
pair, however, showed significant differences. Under 
the restricted indemnity coverage, both the claim 
rates and the total days of service provided were less 
than under the comprehensive prepayment benefits. 
However, the length of stay under prepayment tended 
to be shorter, suggesting that the higher utilization 
resulted from a larger number of stays of shorter 
duration. 

Unfortunately, the study cannot show to what ex- 
tent the differences arose from underuse under in- 
demnity, or overuse under prepayment. It is empha- 


Benefits vs. 
utilization 
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sized that dollar control may reduce necessary as well 
as unnecessary service, and that the only realistic 
control has been pointed out by the study of the 
effectiveness of hospital use—control of the appro- 
priateness of care. 
The study of lapse rates 
during layoffs was men- 
of laid-off tioned earlier in the dis- 
employees cussion of the population 
survey. This project sam- 
pled a group of employees laid off in February 1958 
but given the option of continued prepayment cover- 
age at group rates and benefits after expiration of 
their regular coverage on April 30. 

The data indicated that there was a large drop-off 
in enrollment during the layoff period, and that there 
was indeed adverse selection. The admission rate for 
those continuing coverage during the period was 
twice as high as that for the previous year, and the 
length of stay more than doubled. In March, admis- 
sions reached a level four times as high, and stay was 
five times the previous level. 

The findings in this and other facets of the studies 
of prepayment and insurance underscored recommen- 
dations developed in the studies of the consumers 
and purveyors of care, such as: 

@ Alternative coverage for the temporarily unem- 
ployed. 

@ Strengthening of purchasing power for health 
care protection of those uncovered or inadequately 
covered. 

® Control of effectiveness of care in lieu of benefit 
restrictions. 


Coverage 


The study project on gov- 
ernment is a factual, non- 
statistical report which 
considers in detail the roles 
of government both as a 
purveyor and as a purchaser of health care. Tax dol- 
lars provide one-sixth of the total expenditure for 
health care in Michigan, with state funds predomi- 
nant. 

Sixty per cent of the tax dollars finance the pro- 
vision, rather than the purchase, of services. The 
largest expenditure is for the care of the mentally 
ill, and these costs must go up in order to overcome 
personnel and facility shortages and to bring up the 
level of care to a more adequate level. 


FOUR PROBLEM AREAS 

The study defines four problem areas for health 
care related to government. Of these, three are con- 
cerned with the government role as purveyor: (1) 
The necessity to improve the quality and extent of 
care provided; (2) the equitable supply and distribu- 
tion of services, which are not presently uniformly 
available to those who need them, and (3) the need 
for more successful integration with the voluntary 
system, as in cooperative relationships between the 
state mental facilities and the psychiatric facilities 
in the voluntary hospitals. 

The fourth problem is that of adequate reimburse- 
ment for services purchased from voluntary agencies, 
presently provided below cost. Reimbursement based 
on full cost, as defined in the accounting study, is 
recommended as essential. 


Government 
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Controls 


rYN\HE STUDY OF CONTROLS was designed to create 
: some understanding of the character and purpose 
of the major institutions and agencies concerned with 
medical care today, with emphasis on the current 
patterns by which each exerts control directly on 
itself, or directly or indirectly on others. 

Control is defined as the power or authority to 
direct, to regulate or to keep within limits. Although 
the word has an unpleasant connotation of restraint 
to some, controls of one sort or another actually form 
the basic warp of the social fabric. 

Controls may be further defined in terms of the 
area toward which they are directed, such as cost, or 
quantity, or quality. 

From another standpoint, controls may be de- 
fined in terms of whether they are intended to be 
direct or indirect. Direct controls refer to those 
whereby power is exerted to limit behavior within 
the organization itself. Indirect controls refer to those 
whereby power is exerted to induce other groups or 
individuals to limit behavior. 


GROUPS EXERCISING CONTROLS 


To explore the complicated and interlocking net- 
work of controls affecting the voluntary health sys- 
tem, some twenty organizations and agencies playing 
key roles in its operation were investigated. By ques- 
tionnaire and by interview, their nature was explored 
and the purposes, means and objects of control were 
determined for each. 

Among the purveyors, the study included a sample 
of hospitals; hospital associations and councils; the 
medical and osteopathic professions; the Joint Com- 
mission on Accreditation of Hospitals; and other 
agencies, such as the Educational Council for Foreign 
Medical Graduates and the Commission on Profes- 
sional and Hospital Activities. 

Among the purchasers of care, the study comprised 
Blue Cross, Blue Shield, the insurance industry and 
other voluntary third-party agencies. 

Public agencies studied included the state depart- 
ment of insurance, the office of hospital survey and 
construction, the department of health and others. 


EFFECTIVENESS OF CONTROLS 


In each case, the effectiveness of control in accom- 
plishing its purpose was appraised. In many instances 
detailed recommendations were formulated to sug- 
gest more effective or more appropriate patterns. For 
example, the study of controls in the sample of hos- 
pitals indicated failure of many hospitals to exercise 
mechanisms leading to better cost and management 
controls, confirming the results of the accounting 
study. Replies to the study questionnaire indicated 
that frequently internal controls are not applied be- 
cause of complacency with the status quo. Thus, 81 
per cent of the hospitals queried did not believe that 
any overutilization problem existed. 
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A series of specific recommendations for improve- 
ment of internal controls stressed a more active role 
of governing boards, and a more positive interest by 
medical staffs in measuring quality and quantity of 
care against recognized standards, with use of their 
disciplinary powers when indicated. 

Cost, quantity and quality are inevitably inter- 
twined, and any control pattern must adequately 
consider the reciprocal effects of each. It is especially 
important to recognize that control of cost or quan- 
tity without reference to quality standards is apt to 
be ineffective or even harmful. 

Insofar as possible, direct control upon cost, quan- 
tity or quality of care should be exercised only by the 
providers of care. Whenever the providers of care can 
reasonably be expected to have the capacity to exer- 
cise direct control, other agencies should utilize only 
indirect control. 

Insofar as possible, professional control is prefer- 
able to financial or legal control. Not only is profes- 
sional control more palatable, but also it recognizes 
two important facts: 

@ that in the final analysis the providers of care 
must make the decisions and implement the programs 
which determine cost, quantity and quality of care; 

@® that proper application of professional control 
offers the greatest opportunity for employment of 
professional skills in creating and enforcing stand- 
ards. 

Many recommendations involving controls have al- 
ready been cited in connection with other study proj- 
ects. Others were clarified in the course of the controls 
study. 

IMPROVEMENT IN CONTROLS 


In general, the study concluded that, in relation to 
cost control, all concerned need to do a better job of 
cost accounting and cost analysis. In relation to con- 
trol of quantity of service, much needs to be done, 
but the study of effectiveness has provided a realistic 
way to attain it. For control of quantity in terms of 
facilities, a state-wide commission is needed to es- 
tablish limits; franchise for new construction will be 
needed for enforcement. For control of quality, the 
physician must recognize his immediate responsibility 
and accept it, if only because of enlightened self- 
interest. 

The study recognizes that some providers of care 
will need assistance and inducement to exercise direct 
controls on cost, quantity and quality. Some of the 
external inducement should come through voluntary 
agencies such as hospital associations, professional 
societies, and the Joint Commission on Accreditation 
of Hospitals. In addition, the study indicated that all 
financing agencies must establish contractual rela- 
tionships with the providers of care. These should 
be supported and augmented by appropriate state 
agencies such as the department of insurance and the 
office of hospital survey and construction. e 
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The new Starline Super-60 Series by the originators of modern Ether-Vacuum 
equipment. Send for portfolio of complete descriptions and specifications. 


VMUELLER & CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 


830 S. HONORE ST., CHICAGO 12, ILL. - DALLAS »- HOUSTON « LOS ANGELES « MIAMI, FLA. « ROCHESTER, MINN. 
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PLAN TO VISIT THE UNRIVALED 
DISPLAY OF HOSPITAL SUPPILILES, 
EQUIPMENT AND SERVICES AT THE 
1961 HOSPITAL MERCHANDISE 
MART. MORE THAN 400 COMPANIES 
WILL PARTICIPATE IN Uile LARG= 
EST HOSPITAL SHOW IN While U.S. 
AY lille 68RD ANNUAL MEETING 
OF Tihlle AMERICAN HOSPITAL AS- 
SOCIATION [N CONVENTION WALL 
AI ATLANTIC CITY ON AND VWROUGH 


SEPTEMBER 25-28. FOR FURTHER 
INFORMATION WiRITles AMERICAN 
MOSPITAL ASSOGIATION, 840 
NORTH LAKE SHORE DRIVE, Chile 
CAGO Ji, ULLINOIS. 


HOSPITALS, J.A.H.A. 





opinions and ideas 


DISPLAYS showing the 

history of individual hospitals 

in the Chicago area in an exhibit 
entitled “Hall of Hospitals” 

are viewed by hospital personnel 
attending a luncheon 
commemorating the 25th 
anniversary of the Chicago 
Hospital Council. 


Exhibit features 
history of 
Chicago hospitals 


To dramatize the growth and de- 
velopment of Chicago hospitals, an 
exhibit entitled the “Hall of Hos- 
pitals” was presented at a luncheon 
celebrating the 25th anniversary of 
the Chicago Hospital Council. 

Each hospital participating in 
the exhibit furnished photographs 
of its original and present hospital 
plant and information such as the 
date the hospital opened; the origi- 
nal and present bed size; the name 
of the founder; the hospital’s pur- 
pose, and developments in medi- 
cine, hospital administration or 
education that have taken place at 
the hospital over the years. The 
material for each hospital was 
mounted on a display board meas- 
uring 22 by 28 inches, and the dis- 
plays were arranged by order of 
the date of each hospital’s found- 
ing. 

Five hundred and fifty personnel 
and trustees attending the luncheon 
viewed the exhibit. Following the 
luncheon the individual displays 
were presented to the hospitals 
they concerned and are now used 
for display in the hospitals and 
for use in programs involving com- 
munity groups. Ld 


College students learn 
hospital public relations 


When Paul Snyder goes back to 
his classes in public relations at 
the Ohio University School of 
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Journalism this fall, he will have 
completed a summer internship in 
hospital public relations at the 
Children’s Hospital in Akron, Ohio. 
He will have carried out a variety 


of projects for improving hospital 
relations with child patients and 
their parents, with the public and 
with hospital personnel. 

Mr. Snyder is one of seven third- 
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at a revolution in doctors’ paging, combining both voice and “beep” signal 
in one wireless, instantaneous, completely personal system. It is vastly more effi- 


cient than any similar system yet devised. It immediately obsoletes chimes, buz- 
zers, lights, bells, loudspeakers. It is only 5 ounces light. No radio signals interfere. 
It is less costly to buy and run than any other comparable electronic paging system. 
It will perform superbly for years on inexpensive, re-chargeable batteries. It is 
incredibly sturdy, and transistorized to require virtually no maintenance. Designed and 


produced by one of England’s premier electronics concerns for hospitals, it is widely 
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SANITATION 


nitation Defenses 
EEDED BY EVERY HOSPITAL 


Effective cross-infection control demands new type non-selec- 
tive germicides that extend and prolong germicidal activity 
between cleaning and disinfecting periods. Klenzade has 
developed three basic hospital products that fully meet this 
need by combining highly active initial protection with pro- 
nounced bacteriostasis . . . a sound foundation for build- 
ing a complete sanitation program. 

Nos-O-San® — a synthetic phenolic germicidal detergent 
for one-step application in patient areas and general 
housekeeping. Long term bacteriostatic action. 
Klenz-Stat® — a synthetic phenolic laundry additive for all 
textiles . . . especially ideal for blankets. Remains germi- 
cidally active indefinitely. 

Konduct® — a bi-germicidal detergent for conductive floors. 
Provides high initial broad spectrum kill of iodine with long- 
time bacteriosiasis provided by quaternary ammonium 
compound. 

Get the facts now on how you can immediately institute 
this vitally important foundation program in your hospital. 


KLENZADE PRODUCTS, INC. 


Systematized Sanitation All Over the Nation 
Dept. 55H BELOIT, WISCONSIN 








STUDENT from Ohio University who is serving 
a summer internship in hospital public rela- 
tions is shown interviewing a parent at the 
Children's Hospital, Akron Ohio, 


year college students majoring in 
journalism and public relations 
who are participating in a pro- 
gram sponsored by the Public Re- 
lations Committee of the Ohio Hos- 
pital Association in cooperation 
with Ohio University and Bowling 
Green State University. Like other 
students in this program, he was 
placed in a hospital after a careful 
study of his wishes and the needs 
of the hospital program. He is paid 
$200 a month for his services. His 
supervisor in the hospital is the 
assistant administrator, and his 
progress is also guided by a proctor 











National Association 
for Mental Health 
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who is a member of the Public Re- 
lations Committee of the hospital 
association. 

His first project of the summer 
was to become thoroughly ac- 
quainted with the hospital and its 
personnel and to prepare a loose- 
leaf personnel handbook. Other 
projects include writing booklets 
for parents to explain procedures 
in various sections of the hospital, 
preparing daily hospital news bul- 
letins for the bulletin boards, and 
checking employment records with 
personnel in preparation for a re- 


tirement program. His schedule 
also includes visits to other hospi- 
tals in the Akron area and to the 
headquarters of the Ohio Hospital 
Association in Columbus. 

At the end of the summer the 
Public Relations Committee will 
evaluate the internship program 
through interviews with the par- 
ticipating students and hospitals 
and with directors of journalism 
departments in the universities. 
This evaluation is expected to aid 
in planning the program for next 
summer. . 








NOW... 


accurately administer 
prescribed inhalation 
therapy regardless 
of patient’s breathing 
characteristics 


® 
... with a NEW <i> 


EXHALATION- 
PRESSURE VALVE 





The new E-P Valve 
may be purchased 
separately for 
attachment to any 
Ohio No. 100. Mask. 
It is also available in 
combination with 
the No. 100 Mask and 
Oxygen Diluter — or 
with the No. 100 
Mask without diluter. 


Ohio Chemical’s unique E-P Valve employs the principle 
of a spring-loaded relief valve rather than the variable 
orifice type. Therefore, exhalation pressure may be pre- 
cisely controlled from 0 to 6 centimeters of water. Each 
setting (from 0 to 6) is clearly marked on the knurled 
knob of the molded Nylon body of the valve. An at- 
tached metal pointer assures a fixed setting. The E-P 
Valve weighs only one-third of an ounce. It may be eas- 
ily removed from the mask for cleaning and sterilizing. 


For complete information, write Department H-8 Ohio 
Chemical & Surgical Equipment Co., Madison 10, Wis., 
or Ohio Chemical Pacific Co., Berkeley 10, Calif. (Divi- 
sions of Air Reduction Company, Inc.) 
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THIS CHART COMPARES ACCURACY OF OHIO’S NEW E-P VALVE WITH THAT 
OF CONVENTIONAL ORIFICE TYPE WITH 4 CM.OF H20 SETTING. 


Serving the Medical Profession 
for Over Fifty Years 
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Shielding of x-ray rooms 


We have been asked to prepare 
designs for appropriate shielding of 
rooms used for both diagnostic and 
therapeutic x-ray. Please send us infor- 
mation helpful in such design. 


This important problem is too 
often either ignored or else ob- 
served with inexact application of 





design principles. The latter can be 
dangerous due to insufficient pro- 
tection or it can be costly due to 
unrealistic overprotection. 

The American Hospital Associa- 
tion has not developed any stand- 
ards for design of shielding. There- 
fore, I refer you to the USS. 
Department of Commerce, Nation- 
al Bureau of Standards, Washing- 





Jewett stainless steel hospital equipment 
engineered to fit exacting requirements 


STANDARD EQUIPMENT 


In addition to the world famous 
Jewett Blood Bank and Jewett Mor- 
tuary Refrigerator, we manufacture 
a complete line of refrigerators and 
equipment for the hospital field. This 
includes refrigerators for biologicals, 
pharmaceuticals and milk formulas, 
as well as for nurses’ stations and diet 
kitchens. Jewett likewise produces 
autopsy tables, culture incubators 
and walk-in refrigerator doors. 


CUSTOM EQUIPMENT 


Jewett, the acknowledged leader in 
the manufacture of custom refrigera- 
tion will modify standard equipment 
to suit your requirements; or will 
design and build entirely new equip- 
ment carefully engineered and dimen- 
sioned to meet your precise needs. 


ILLUSTRATED LITERATURE 


Our new brochure with detailed 
information on the complete 
Jewett line will be sent free on 
request. Please specify booklet 
No. 1059. 








MANUFACTURERS 
OF REFRIGERATORS 
OF EVERY TYPE 
FOR INSTITUTIONS 
Since 1849 


REFRIGERATOR CO.. INC. 
G6 LETCHWORTH STREET 


BUFFALO 13, NEW YORK 





ton, D.C. That department has 
been quoted as stating that x-ray 
shielding is often needlessly thick. 
The statement is based on a recent 
study of more than 20 hospitals 
and clinics. The Bureau of Stand- 
ards published a booklet in May 
1952 titled X-Ray Protection De- 
sign which is available for 15 cents 
from the office of the Superintend- 
ent of Documents. Undoubtedly the 
office has more up-to-date infor- 
mation available now. 

An article discussing x-ray 
shielding was published in this 
Journal in March 1955 (29:103). 
It was titled, “Facilities and Equip- 
ment for Isotopes Protection,” by 
G. W. Morgan.—RocErR C. MELLEM. 


Removal of radium 


Should a nurse be required to re- 
move radium from a body cavity which 
has been inserted by an attending phy- 
sician or a radiologist? 


It is the writer’s opinion that a 
nurse should not be subjected to 
the medical responsibility and the 
attendant physical hazards to her- 
self and others by being required 
to participate in the manipulation 
of radium applied to patients for 
treatment. No one but a physician 
qualified in this field of therapy 
should handle radium. The privi- 
lege of the clinical use of radium 
is one which should be conferred 
on a physician in the light of his 
experience, training and compe- 
tence, including a demonstrated 
knowledge of the hazards involved 
and the resulting responsibility to 
others. 

—FREDERICK N. EL.ioTt, M.D. 


Licensure of nurses 


Can you supply me with a list of 


states having mandatory licensure of 
nurses? How does this licensure affect 


services of students? 

All 50 states, the District of 
Columbia, Guam, Puerto Rico and 
the Virgin Islands have nursing 
practice acts. Approximately 22 of 
the 54 existing laws are mandatory 
in that they define the practice of 
professional nursing and prohibit 
unlicensed persons from perform- 
ing nursing functions. 

In the publication, “Guide for 
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Use of State Boards in Developing 
Standards for Accrediting Preserv- 
ice Education Programs Preparing 
Professional Nurses”, the following 
statement is made (page 15): 
“Reputable institutions, for edu- 
cational and health reasons, do not 
usually permit employment when 
students are full time. If employ- 
ment is permitted, it is on a very 
limited basis set up under educa- 
tion controls. Attention is called to 
the fact that employment for com- 
pensation in nursing is controlled 
by law.” 
—ELEANOR C. LAMBERTSEN 


Hospital dental practice 


What are the procedures to be 
carried out on admitting dentists to 
practice in a hospital? Is the dental 
staff organized separately from the 
regular medical staff? 


When dentists are admitted to 
practice in the hospital, it is cus- 
tomary to establish a division of 
the staff for them, and frequently 
constitution, bylaws, rules and 
regulations are drawn up ;refer- 
ring to the “medical and dental 
staff.” The bylaws respecting den- 
tists usually stipulate: (a) the 
necessary legal, professional, and 
ethical qualifications for dentists; 
(b) the stipulation that patients 
admitted for dental service -shall 
be admitted on a surgical service 
of the hospital, and shall be the 
responsibility of the chief of that 
service; (c) all patients admitted 
for dental procedures must have a 
medical survey done by a doctor 
of medicine who will assume re- 
sponsibility for the medical care 
of the patient throughout the hos- 
pital stay. 

Dentists should be appointed to 
the staff only after review by the 
credentials committee, and their 
exact clinical privileges should 
be precisely delineated following 
review of training, experience 
and demonstrated competence. 
Where the number is sufficient, 
dentists sometimes hold staff 
meetings and appoint officers for 
their own group. Where they do 
not do this, it is not customary 
for them to attend medical staff 
meetings, to vote or to hold office 
in the regular medical staff. 

Medical evaluation and care of 
the patient remains the responsi- 
bility of a medical doctor, as 
dentists are not qualified to as- 
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sess cardiovascular, pulmonary, 
renal, autonomic nervous, extra- 
pyramidal or other systems vital 
to the patient’s welfare. 

The policy outlined is the one 
which is in effect in most hos- 
pitals having dentists on the staff. 

—FREDERICK N. ELLIOTT, M.D. 


Linen requirements 


What are the usual linen require- 
ments per bed for a hospital? 


The requirements for linen for 
hospitals are usually considered to 


be six to seven changes per bed. 
This amount should allow for some 
emergency use when the hospital 
laundry is not operating. Linen re- 
quirements for the dietary depart- 
ment and other nonpatient areas 
using linen would not be quite so 
high. Probably four or five changes 
would be adequate for these areas 
in the majority of hospitals. 

—G. A. WEIDEMIER 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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THE UMBILICAL CORD-CLAMP'™ BY HOLLISTER 


is applied in a moment with one hand. 
locks permanently — cannot come loose. 


maintains constant, even pressure as cord dries. 
eliminates danger of seepage. 


is lightweight — needs no belly-bands. 


K vow available in 
individual 
sterile packets 


is disposable. 


requires no dressings. 


may be autoclaved with OB instrument pack 
is also available in pre-sterilized packets. 
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— PHoLuster, 


INCORPORATED 


833 North Orleans Street, Chicago 10, Illinois 
in Canada, Hollister Limited, 160 Bay $?., Torpnto } 





Good 
for 
all hands 


handy, 
disposable, 
moist 


ZEPHIRAN 
TOWELETTES 


new antiseptic 
skin cleansing tissues 


Zephiran Towelettes cleansing tissues are impregnated with Zephiran chloride 1:750. They are welcomed by 
hospital personnel as well as by patients. Towelettes provide a handy, pleasant, antiseptic and deodorizing 
cleansing without the use of water. Inside each individual foil envelope is a conveniently large, moist Zephiran- 
impregnated disposable tissue — ready to use anywhere, any time. 








EASY TO OPEN ° EASY TO USE 
Available in boxes of 20 and 100. 


Toweletves contain Zephiran chloride (brand 
of refined benzalkonium chloride) in an 
effective — pe Be conceseration, perfume, 
chioroth alcohol 20 per cent. 








Hospital and Medical Uses: For bedside cleansing to reduce nursing care and time. 
For patients’ use before and after meals. For patients after use of the bedpan. For 
cleansing of nursing mothers’ hands before handling the baby or breast. For cleansing 
of patients before and after gynecologic examination. For routine antiseptic skin 
cleansing of patients following operations such as colostomy, prostatectomy, hemor- 
rhoidectomy. For refreshing cooling cleansing of patients with fever, headaches, etc. 
For first-aid antiseptic cleansing of minor cuts, abrasions and burns. For patients with 
acne to cleanse the skin during the day. In the doctor's bag for house calls, for use 
in ambulances, etc. 

General Uses: In the home, in the hospital, in the office, while traveling, when caring 
for children and during sports — for a quick fresh-up any time. 


(I LABORATORIES © New York 18, N. Y. 


Zephiran (brand of benzalkonium, as chloride, refined), trademark reg. U.S. Pat. Off 1531M 
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editorial notes 


—the voluntary hospital 
system 


Editor’s note: Ordinarily, state- 
ments approved by the American 
Hospital Association Board of Trus- 
tees at its regular meetings and 
selected for publication in this 
Journal appear in the Association 
Section. However, because of its 
timeliness and general interest, this 
statement, approved by the Board 
May 19, 1961, is presented in this 
more prominent position. 


HE HOSPITAL system in the 
United States has a long prece- 
dent of creativity through volun- 
tary action. Its distinguishing fea- 
ture is its dependence in large 
part upon the voluntary principle 
—that principle which emphasizes 
the individua] rather than the 
crowd; that stresses freedom of 
choice rather than compulsion; 
flexibility rather than rigidity; 
quality rather than quantity; that 
provides.a place for charity as well 
as duty; that is in essence free- 
dom, and, in sum, the aggregate of 
free choices made by individuals 
through all other means than in- 
creasing the powers of government, 
which involves the use of involun- 
tary taxing and police powers. 
The hospital system in the United 
States has voluntary elements. It 
also has involuntary elements. 
Hospitals may have diverse pur- 
poses in addition to caring for the 
sick, such as to serve religious 
aims, to dispense charity, to pro- 
tect the public by confining those 
who are insane or suffer contagious 
diseases, and to promote the public 
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health through research and edu- 
cation. 

We believe that the hospital sys- 

tem in the United States is a 

system in which the voluntary 

principle is the primary influ- 
ence and is held by the majority 
to be the principle which as- 
sures the highest quality of re- 
sult to the largest number of 
people, now and for the future. 

We believe that a hospital sys- 

tem in which the voluntary 

principle is developed to the 
maximum is in the best interest 
of American society. 

The voluntary principle is most 
manifest and society is best served 
when the following criteria are 
most fully met: 

1, The individual hospital has 
autonomy and local nongovern- 
mental control. 

2. The hospital is responsible for 
its own financing and receives its 
support from those who use it and 
from those who donate funds or 
services for its continuation and 
improvement. 

3. The hospital is not operated 
primarily for profit. 

The voluntary hospital principle 
is not equated in this statement 
with absolute freedom. Such does 
not and should not exist in health 
services. For example, it is no vio- 
lation of the voluntary principle to 
require the hospital to meet rea- 
sonable standards for licensure; 
furthermore, inherent in its free- 
dom is the obligation to conduct 
itself in the best interests of the 
community it serves. 

Within the hospital system, the 
hospitals fall into two major classi- 


fications—private and public. Pri- 
vate hospitals are further subdi- 
vided into those conducted on a 
nonprofit basis and those in which 
profit is permitted. The voluntary 
principle is exemplified in the 
largest degree in private hospitals 
although there are examples of its 
substantial expression in govern- 
mental hospitals. For example, dis- 
trict hospitals, although legally a 
governmental entity, have, in large 
measure, individual hospital au- 
tonomy and local control, often to 
a degree comparable with that of 
the private nonprofit hospital. 

Among private hospitals the non- 
profit hospitals are the more nu- 
merous and in them is found the 
largest extension of the voluntary 
principle, historically associated in 
these hospitals with elements such 
as charity, emphasis on quality of 
care, concern for the public inter- 
est and involvement in education 
and training. These elements are 
found also in various degrees in all 
types of hospitals, often as deriva- 
tives of the example of the private 
nonprofit hospital. 

In our opinion, the voluntary 
principle reaches its maximum de- 
velopment in the private nonprofit 
hospital and these hospitals should 
remain the predominant influence 
in the hospital system in the United 
States. 

In order for the voluntary prin- 
ciple and the voluntary nonprofit 
hospital to survive as the pre- 
dominant influence in the hospital 
services in the United States, the 
following conditions must be met: 

1. Recognition of the importance 
of the individual. 

2. Demonstration of the ability 
of the hospital system to deal ade- 
quately with the coordination and 
availability of services to all seg- 
ments of the community in addi- 
tion to maintaining and improving 
quality of care. 

3. Demonstration of dedication 
on the part of health professions 
and hospitals. 

4. Provision of adequate econom- 
ic means from voluntary sources 
to support the hospital system, 
without excluding limited govern- 
ment funds for special purposes. 

5. Recognition and support by 
the medical profession of the in- 
herent values in the voluntary 
principle. 
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T THE Stanford Research Insti- 
tute, Menlo Park, Calif., re- 
search* was conducted on labor- 
saving devices for hospitals in 
which the principal objective was 
the determination of hospital ac- 
tivities that could most benefit by 
new equipment specifically de- 
signed for hospital use. In other 
words, the aim was to single out 
those hospital tasks where new 
equipment would have the great- 
est impact by either reducing costs 
or improving quality of care. This 
paper is a review of the logic un- 
derlying the research, as well as 
an outline of some of the major 
findings. 

In conducting the research 
studies, several criteria were de- 
veloped that helped to divide the 
many activities in hospitals into 
those which most needed study 
from those which were less press- 

*This work was supported both by a 
U.S. Public Health Service Grant (W-III) 


and a grant from the California Hospital 
Association. 


Mark S. Blumberg, M.D., is senior health 
economist, Division of Economics Research, 
— Research Institute, Menlo Park, 


This article is adapted from a presenta- 
tion given at the Annual Meeting of the 
California Hospital Association, Santa Bar- 

a, Calif., October 1960. 
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In a review of research work done 
on automation and labor-saving devices 
in the hospital, the author outlines the 
criteria used in the study and presents a 
discussion of those departments which 
can benefit from automation, especially 
the laboratory. He also discusses labor- 
savings devices in patient-care areas, 
including the operating room, delivery 
room and nursery, and proposes a new 
system for economic patient record 
keeping, including billing. 





ing. One criterion was whether a 
particular area or activity of the 
hospital constitutes a major labor 
cost. A second related criterion was 
whether the cost for this activity 
had been increasing rapidly in re- 
cent years. A third was the ques- 
tion of whether the activity related 
closely to care of bed patients.** 
The fourth criterion was whether 
the activity was primarily of a 
medical or related nature. 
Hospitals have demonstrated 
their ability to adopt labor-saving 
devices or procedures from other 
industries for use in their nonmed- 
ical activities, for example, kitch- 


**It is believed that many of the tradi- 
tional activities now conducted in hospitals 
not rela to bed patients are go’ to 
be conducted outside of the hospi in 
the future. 
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by MARK 5S. BLUMBERG, M.D. 


ens and accounting. Therefore, 
progress already being made on 
labor-saving devices in a given 
hospital department was inspected. 
This task turned out to be much 
more difficult than anticipated be- 
cause of the rapidity of recent 
developments. 

Finally, tasks which were im- 
portant, judged by the above cri- 
teria, were also examined to see 
whether they required human 
judgment or skill, or if they could 
be done by a machine. 

In Table 1, opposite, some of the 
data that provided a basis for the 
cost factors in hospitals are given. 
The expenses shown in the table 
are a synthesis of data from short- 
term metropolitan Los Angeles and 
San Francisco hospitals in 1958- 
1959, particularly those with 100 
to 400 beds. There is, of course, no 
such thing as a typical hospital, 
and these data are for illustrative 
purposes only. They have, how- 
ever, been checked against the an- 
nual financial reports of numerous 
California hospitals and found to 
be comparable. 

The figures on rate of growth of 
expense are from Hospital Man- 
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prospects 


agement and are based on trends 
reported monthly in the “Regional 
How’s Business Report”. Although 
there were frequently wide swings 
month to month in expenses by de- 
partment, possibly due to changes 
in nomenclature or hospital report- 
ing, trends were consistent with 
data obtained from reports of a 
limited number of individual Cali- 
fornia Hospitals. 

With these data and the research 
objective and criteria in mind, the 
labor-saving device needs will be 
considered for each hospital de- 
partment in turn. 


ADMINISTRATION EXPENSES 


The diverse activities classed as 
“administration” are an important 
part of all hospital expenses and 
growing more rapidly than ex- 
penses for the hospital as a whole. 
Approximately 10 per cent of all 
salary expenses appear to be in 
this department. Review of the 
activities of this category indicates 
that few of the activities are 
unique to ‘hospitals. Thus, account- 
ing, payroll, personnel, purchasing 
and other activities ought to be 
able to borrow labor-saving proce- 
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dures from nonhospital industries. 

Good progress is being made on 
electronic accounting procedures 
for hospitals. Since few of these 
activities involve the patient, it is 
likely that further progress may 
result from hospitals sharing fa- 
cilities to perform administrative 
procedures. Naturally, any step 
that can be taken to make uniform 
paperwork procedures acceptable 
to various hospital insurance 
schemes would also alleviate some 
of the costs in this area. For these 
reasons, it was believed that this 
was not an area that required out- 


side intervention to stimulate inter- 
est in the subject—that is, things 
are already progressing quite well, 
but they have a long way to go. 


FOOD PREPARATION 


Although the dietary department 
is also a large part of hospital 
costs, there has been relatively 
little increase in dietary depart- 
ment expenses from 1952 to 1960. 
This, of course, varies from hospi- 
tal to hospital, but the fact remains 
that during this period of infla- 
tion, the labor-saving devices and 
the improved methods in the diet 
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kitchen apparently resulted in 
economies. Furthermore, the die- 
tary department is unlike some of 
the clinical departments in that a 
patient can eat only three meals 
a day and volume of service per 
patient day can stay constant. 

More radical changes may be in 
store. There are already some in- 
stances where short-term hospitals 
do not prepare their own foods. On 
the one hand, they may use a 
catered service, or a group of sev- 
eral voluntary hospitals may share 
a more efficient meal cooking and 
preparation service. The possibility 
of frozen meals or meal portions is 
also to be considered. In some 
cities, for example, most of the 
infant formulas used in hospitals 
are prepared by one organization 
which distributes them daily. 

All in all, it is believed that the 
food problem is not unique to hos- 
pitals, that much progress has been 
made in the field and that it is one 
where current costs appear to be 
quite reasonable. From the estab- 
lished criteria, the dietary depart- 
ment did not appear to warrant 
immediate additional attention. 

Housekeeping salaries are sub- 
stantial in magnitude and are 
closely related to hospital design. 
Here, the major improvements in 
the hospital will have to be in the 
way of new materials that make 
cleaning much easier than it is at 
present. However, much benefit 
has been obtained by hospitals 
through the use of the labor-sav- 
ing devices for cleaning, developed 
for the use of other industries. 

Reduction of laundry expenses 
may be achieved by any of several 
means. It is quite probable that 
radically new techniques for laun- 
dering materials will be introduced 


within the next several years. A 
pilot plant has been built utiliz- 
ing some radically new laundering 
techniques developed at the Stan- 
ford Research Institute for a group 
of commercial laundries. It is pos- 
sible to clean and dry a sheet in a 
few seconds on a continuous basis. 
Furthermore, the wear and tear on 
the sheets has been reduced ma- 
terially. This equipment has a high 
work capacity, and for economic 
reasons a further shift from indi- 
vidual hospital laundries to laun- 
dry facilities for groups of hospi- 
tals may be desirable. 


THROW-AWAY LINENS 


Another possibility for reduction 
of laundry expense is the develop- 
ment of disposable paper garments 
and sheets. This has already been 
undertaken by several army agen- 
cies and some private firms. With 
the advances in paper and related 
fiber technology, it is entirely 
probable that satisfactory throw- 
away linens will be developed in 
the next few years. The possibility 
of substituting disposable plastic 
materials for some linens is at 
hand; plastic surgical drapes and 
related materials are already avail- 
able which meet these character- 
istics. 

Thus, the hospital laundry prob- 
lem will probably have no single 
solution, and we will see many 
different methods being used to 
dissipate costs in this area while 
improving quality of service. This 
is another department where prog- 
ress seems imminent, and design of 
labor-saving devices, especially for 
hospitals, appears unwarranted 
since laundry tasks need not be 
done in the hospital. 

The nature of plant operation 


expenses was not examined, but 
it would appear that the funda- 
mental problem is one of building 
design rather than the introduc- 
tion of any unique labor-saving 
devices for hospitals. 

The medical record department 
at first glance appears to be a 
likely place for automatic data 
processing equipment. But Table 
1 shows that relatively small 
amounts are spent on this activity. 
Only 0.5 per cent of the hospital’s 
budget is for this service. Further- 
more, since this activity is prima- 
rily concerned with the records of 
discharged patients, there is little 
urgency to have the records cata- 
logued with the great speed or ac- 
curacy in which computers excel. 


MEDICAL RECORD ANALYSIS 


A fairly radical innovation has 
already occurred in regard to proc- 
essing of medical records. There 
is a national service* available for 
statistically compiling and com- 
paring standardized abstracts of 
medical records. This service now 
includes some 7 per cent of all 
short-term hospital discharges in 
the United States, or more than 
a million and a half cases a year. 
This service has by no means 
reached its fullest state of devel- 
opment. It is very likely that either 
it or some comparable regional 
organizations will do much of the 
statistical compilation and sum- 
mary work now done by the med- 
ical record department in hospi- 
tals. A-fee-for-service basis will 
likely be adopted, and the latest 
in electronic equipment will be 
used to do the work at a point 
outside of the hospital. There are 


*Commission on Professional and Hospi- 
tal Activities, Ann Arbor, Mich. 


Master electronic systems for monitoring the 
condition of patients in surgery and recovery 
are being established on a research basis at 
five Veterans Administration hospitals. These 
systems, which are basic adaptations of space 
medicine instrumentation, will keep watch over 
heart and brain activity, pulse, respiration, 
temperature, blood pressure and other body 
conditions, and they will give early warning 
of any threatening changes in the patient. 

One of these systems is a portable eight- 
channel instrument, mounted in a special 
stanchion in the operating room ceiling, where 


any member of the surgical team can refer to 
it during an operation. It continuously displays 
physiological data about the patient on an 
oscilloscope, which is similar to a television 
screen. 

When the patient is ready to go to the re- 
covery room, the instrument is compact enough 
so that it can follow the patient. It can be 
remounted in another stanchion overhead in 
the recovery room or in the patient’s room. 
Only a single cable leads from the instrument 
to the patient and stays attached to him at 
all times. a 
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already many possible economic 
means of storing records in the 
hospitals and making their access 
more rapid when they are needed. 
Consequently, without diminishing 
the importance of the medical rec- 


ord department, it is believed that 
this is also an area where there 
has been and will continue to be 
considerable progress without any 
particular outside intervention. 


LABORATORY COSTS 


Laboratory expenses amount to 
7 per cent of a hospital’s entire 
expenses. Possibly more significant 
is the fact that the laboratory is 
about the most rapidly growing 
department in hospitals. There is 
literally no end in sight in regard 
to the rate at which laboratory 
services might grow. Formerly, 
the number of tests that could be 
done on some patients was actually 
limited by how much blood could 
safely be drawn from him. Micro 
techniques have all but removed 
this limitation. 

The laboratory, because it is pos- 
sibly more closely allied with 
medical research than any other 
department of the hospital, has 
been one of the first to enjoy the 
benefits of automation and related 
labor-saving devices. The past 
two or three years have seen sub- 
stantial increases in the number of 
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such devices available and their 
acceptance by hospital laboratories. 
New ones are being introduced 
daily, so it is impossible to present 
anything like a catalogue of them. 

Perhaps one of the better known 
devices is one that automatically 
does red blood cell counts and is 
now being adapted to use for do- 
ing white blood cell counts. Several 
hundred hospitals throughout the 
country have purchased this de- 
vice, which not only is labor- 
saving but can also greatly increase 
accuracy. There is even a new 
commercially available device for 
the red cell counter that does the 
pipetting accurately and _ auto- 
matically. 

In the rapidly growing field of 
blood chemistry, there is a device 
which will do approximately 10 
standard chemical tests quite auto- 
matically, including the original 
pipetting of the material. To war- 
rant the use of such equipment, a 
hospital must, of course, have a 
sufficient load of blood chemistries, 
but many hospitais have already 
installed it. Other, and possibly 
simpler, devices for achieving the 
same ends are already being con- 
sidered, and most of the routine 
chemistries will be done automat- 
ically within a few years—at least 
in the medium and larger sized 
hospitals. 

Other 


special equipment has 


PATIENT monitoring is one area where 
much progress has been made with auto- 
mation. Physiological data such as tem- 
perature, pulse, respiration, heart sound 
and blood oxygen content are trans- 
mitted by means of a transducer, at- 
tached in or on the patient, to an area 
where they can be recorded or observed 
by the nurse. 


been devised to assist in other 
special laboratory tests. There is 
already more than one commer- 
cially available device to facilitate 
the prothrombin time tests that are 
so necessary for patients who are 
undergoing long-term anticoagu- 
lant therapy. 

In addition to the greater ca- 
pacity of hospitals to do tests more 
economically and accurately them- 
selves, it is very likely we will see 
the further development of local 
or regional centers doing spe- 
cialized laboratory work from a 
wide locale, using very expensive 
equipment but achieving sufficient 
volumes to bring the unit cost of 
laboratory tests down to reason- 
able levels. In fact, this probably 
will be the next possibility in the 
development of laboratory pro- 
cedures. 


CLINICAL LABORATORIES 


Clinical laboratories are of such 
importance and growing at such 
a rate that they almost warrant 
autonomy. Equipment already 
exists for doing some important 
laboratory tests, but it is not widely 
available because it costs tens of 
thousands of dollars. It would ap- 
pear that, to make such equipment 
feasible, this cost would have to be 
shared by several hospitals. In 
achieving this end one would, of 
course, have to develop reasonably 
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#000 systems for getting the speci- 
men to the laboratory and .an 
adequate communications system 
to ensure rapid reporting. 

Although many of us tend to 
think in terms of emergency labo- 
ratory work, the bulk of clinical 
laboratory work done is probably 
used in the diagnosis of relatively 
long-standing conditions. All in 
all, the laboratory is an area which 
qualifies for our interest in terms 
of the size of its expense and the 
rate at which it is growing. On the 
other hand, in terms of the great 
progress which has already been 
made in this field, it appears that 
research efforts on labor-saving 
devices could better be concen- 
trated on other parts of the hospi- 
tal. 


INCREASE IN DISPOSABLES 


Central supply is an area which 
has started to undergo a rapid 
change in its character. Disposable 
sterile goods had their greatest ef- 
fect on the central supply depart- 
ment. For this reason, labor ex- 
penses in this area may continue 
to decline. If one were to ask, “Is 
there any end in sight for new dis- 
posable products?” the answer 
would be “Yes”. There is at least 
one commercially available version 
of most of the existing-products in 
hospitals that can be made dis- 
posable. However, the volume of 
disposable products will probably 
increase far above its present 
levels, even though the variety 
available may have almost reached 
its peak. 

In view of the great progress 
here, it also appeared that further 
research on the activities of a hos- 
pital central sterile supply depart- 
ment was not particularly war- 
ranted at this time. Many of the 
activities still performed in central 
supply will be transferred to groups 
outside the hospital. 

The amounts spent on the phar- 
macy in Pacific Coast hospitals 
were twice as much per patient 
day in 1960 as they were in 1952. 
This does not mean that the phar- 
macy is a particular trouble spot 
in the way of labor expenses. 
Virtually all of this increase was 
due to increase in consumption and 
cost per unit of the drugs. Never- 
theless, approximately one per cent 
of the hospital expenses is made 
up by payroll in the pharmacy. 


This is an area where something 
can be done, and relatively little 
has been done to cut down the 
pharmacists’ work load. 

The remaining hospital depart- 
ments involve patient-care areas; 
consequently, it is essential that 
most of their activities be per- 
formed within the hospital. These 
are the areas which are most im- 
portant to the hospital and most 
deserving of attention in regard to 
labor-saving devices. 

Expenses of the operating room 
and delivery room per patient day 
doubled from 1952 to 1960. Salary 
of operating room personnel 
amounts to 4.5 per cent of the ex- 
penses of the entire hospital. This 
is not the true picture from the 
consumer viewpoint because it ex- 
cludes fees paid to physicians while 
they are in the operating room. 
Certainly much that could be done 
to amprove efficiency in the operat- 
ing room might have great impact 
on consumer health care expendi- 
tures by making the surgeon more 
efficient. Very much the same 
reasoning applies to the delivery 
room. 

Although anesthesia is an im- 
portant area, the figures in Table 1, 
page 35, are of a dubious nature. 
This is because of the tendency to 
shift from nurse-anesthetists to 
anesthesiologists. The latter, being 
in private practice, do not show up 
on the hospital expense, although 
they are paid by the consumer of 
hospit::' care. 

As ic generally known, the 
Tareest sngle department in re- 

exsge ores in the short-term 

as. We estimate 

wages alone can 

tint : per cont of any hos- 

piiai’s expenses. The growth in this 

area has not been as rapid as the 

growth in some other parts of the 

hospital, although there was a 50 

per cent increase from 1952 to 
1960. 

In the foregoing, these patient 
care areas—operating and delivery 
room, anesthesia and nursing— 
have been shown to meet most of 
the criteria which we established 
for whether the subject deserves 
our research attention. They re- 
late directly to care of bed patients. 
They are growing in magnitude 
and already account for substantial 
portions of the entire hospital 
budget. One other criterion re- 


mains to be considered: how much 
progress in labor-saving devices is 
already taking place in these 
areas? 


PATIENT MONITORING 


In one specific and important 
area, a great deal of progress is 
occurring. This is the observation 
and recording of phenomena of 
clinical importance in patients, 
known as_ patient monitoring. 
Several reasons underlie rapid de- 
velopment in this field. First is its 
obvious importance; and second, it 
has benefited from America’s in- 
terest in satellites and the man-in- 
space program. Large sums of 
money have been spent by the 
federal government on develop- 
ment of special instruments that 
record the activities and physio- 
logical characteristics of animals 
or humans in space vehicles. Much 
of the effort is applicable to hospi- 
tals. 

The basic element in a patient- 
monitoring system is a transducer, 
which is attached in or on the pa- 
tient to pick up the required in- 
formation and send it, with or 
without wires, to an area where it 
can be amplified and recorded or 
observed. The information may be 
recorded graphically or in the 
form of numbers. Sometimes the 
information is not recorded per- 
manently at all, but indicated on 
a dial where it can be observed by 
the nurse. In other systems, the 
information is automatically ana- 
lyzed and when, for example, pa- 
tient’s blood pressure gets too high 
or low according to prearranged 
standards, a warning device is 
activated to call the nurse’s atten- 
tion to the situation. 

A great variety of information 
from patients can already be moni- 
tored in this fashion. Some of the 
variables of interest include blood 
pressure, skin temperature, body 
temperature, pulse, respiration, 
electrocardiogram, electroencepha- 
logram, heart sounds and blood 
oxygen content. 

Such equipment will probably 
play its greatest role in the moni- 
toring of critically ill patients, or 
those particularly susceptible to 
sudden changes in their condition. 
Thus, the equipment is being de- 
signed for use in the operating 
room, the recovery room, the 
obstetrical suite, the premature 
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nursery and possibly even the 
newborn nursery. 

The tendency toward the con- 
centration of critically ill patients 
in intensive care units and the 
routine concentration of patients 
in areas mentioned above will fa- 
cilitate the introduction of such 
devices. It is quite unlikely that 
routine physiological observations, 
such as temperature, pulse and res- 
pirations, will be made on patients 
throughout the hospital by such 
systems in the near future, al- 
though they may be in the more 
distant future. 


EQUIPMENT IS EXPENSIVE 


In the past few months, several 
competitive commercial systems 
have been made available to hos- 
pitals for monitoring of critical 
patients. These systems are inte- 
grated ones and include a variety 
of options for types of transducers 
as well as recording procedures. At 
present, the cost of the recording 
unit is the major one, and the in- 
dividual sensing devices for pa- 
tients are relatively inexpensive. 
The cost of complete systems for a 
recovery room, for example, can 
run from $5000 to $50,000. (Other 
systems without automatic record- 
ing are far less expensive, costing 
hundreds rather than thousands of 
dollars. ) 

It is not quite certain what these 
expensive recording systems will 
do in the way of cost reduction for 
hospitals, although it is probable 
that they will be able to reduce 
some staff needs. On the other 
hand, it is quite clear that they 
can bring about a new era in 
quality of care by their continual 
observation. 

Patient monitoring is not a 
dream; these devices are here now, 
and they will be constantly im- 
proved and available in greater 
amounts and at lower prices in the 
years to come. Plans for building 
and staffing hospitals should take 
account of these devices and their 
proper use. 

OBSTETRICAL MONITORING 


The labor and delivery room is 
another area in which one may 
anticipate considerable patient 
monitoring instrumentation, al- 
though it is not as far along as 
other patient monitoring. Until 
recently, obstetrics was pretty well 
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resigned to letting nature take its 
course. However, the obstetrician 
now has many choices to make in 
the care of his patient, and con- 
sequently good information about 
the state of her labor and condition 
of the fetus is essential. Consider- 
able work is being done on instru- 
ments for these purposes. 

There are prototype devices to 
determine the fetal electrocardio- 
gram, to follow the heart rate of 
the fetus and devices to measure 
the electrical activity associated 
with the labor contraction. Among 
other things, the latter device may 
be able to tell the difference be- 
tween true and false labor. Studies 
conducted at the Stanford Research 
Institute indicate that in some hos- 
pitals as many as 10 per cent of 
obstetric admissions are not in 
labor. 

Although devices for some of 
these purposes are marketed both 
here and abroad, it is likely that 
most will need to be much im- 
proved before they are widely ac- 
cepted. This should occur within 
the next few years. 

The department-by-department 
analysis confirmed the economic 
importance of those areas of the 
hospital where direct patient care 
is given; it also suggested that 
substantial progress in labor-sav- 
ing equipment had been made in 
many of the departments not in- 
volving nursing. 

The Stanford Research Institute’s 
method of studying the patient 
care areas—operating room, deliv- 
ery room and nursery—was to 
analyze the time spent on various 
activities by personnel in each of 
these departments. Although origi- 
nally we had anticipated the need 
of making such studies ourselves, 
we found that nurses under the 
auspices of the state nursing asso- 
ciations had, in the early 1950’s, 
done numerous studies of nursing 
activities. One of these, which was 
done in California,* was the most 
extensive and provided us with a 
great deal of information, largely 
unpublished. 

In studying the operating room 
nurse and the care of newborns, 
one task struck us as being of 
particular import: the washing of 


*California State Nurses’ Association. 
Nursing Practice in California Hospitals, 
December 1953. 


hands. Our studies indicated that 
the average newborn requires 
physical attention from nursing at- 
tendants approximately 20 times 
in 24 hours. The hands of the at- 
tendant should be washed each 
time she touches the infant. Thus, 
in a newborn nursery with 20 pa- 
tients, there should be 400 hand- 
washes in a 24-hour period. 

Studies elsewhere** have indi- 
cated that many of these hand- 
washes are omitted. In nurseries 
and obstetric wards, approximately 
one-eighth of nursing time should 
be spent in handwashing if a one- 
minute scrub is used. We believe 
that it is important to develop a 
device that will be capable of 
washing hands within a few sec- 
onds. 

Preoperative scrubs are also an 
important form of handwashing. 
An average of two or three per- 
sons, including the surgeon, must 
each spend three to five minutes 
washing their hands before each 
operation. Another study indicates 
that handwash omission is one of 
the most frequent breaks in aseptic 
technique on a surgical ward. 


OPERATING ROOM 


When the activities of the oper- 
ating room nursing staff were ana- 
lyzed, most proved to be of a nature 
which did not lend themselves to 
labor-saving devices in that they 
were not simple repetitive tasks. 
Other tasks were of a type where 
there was already major progress, 
for example, the packaging and 
sterilizing of equipment. Those not 
related to sterile supplies which 
were of major importance were 
transporting the patient from the 
operating room, adjusting the posi- 
tion of the patient, preparing the 
surgical field and assisting the sur- 
geon with the operation. The larg- 
est single item amounting to more 
than 10 per cent of the nursing 
time was the handling of instru- 
ments, sutures and sponges during 
surgery. 

A similar look was given to the 
duties of the obstetrical nursing 
staffs. Nearly 8 per cent of their 
time was spent in observing pa- 
tients in labor and for timing of 
the labor pains. A possibility of 
devices to serve this purpose has 


**Holman, B. L. Nursing Research, Vol. 
9, p. 125. 
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Table 2—Activities requiring more than one per cent of a nurse’s time 





Activity 





Give intravenous medication 


Give oral medication 


Serve or remove diet, nourishment or trays 


Make rounds to visit or observe patients 


Prepare oral medications 

Prepare hypodermic 

Prepare or check medicine card list 
Chart nurses’ notes 

Consult nurses’ notes 

Chart graphic sheets 


Transcribe or check physicians’ orders 


Per cent 





1.3 
1.4 
1.0 
3.9 
1.5 





1.5 
1.7 
13.1 
1.6 
1.3 
2.4 


Inventory narcotics supply or record withdrawals 1.3 


Clean equipment 
Confer with physicians 
Confer with staff nurse 
Give and receive reports 


Confer with supervisor 


1.8 
2.7 
1.8 
4.0 
1.7 








already been mentioned. It is un- 
likely that this would do away 
with the nursing time spent on 
such tasks because much of it is 
in the category of giving comfort 
to the patient which, of course, is 
desirable. However, in addition, 
the nurse also gives medications, 
which we will consider later. 

Much of the labor room nurses’ 
time was spent with the prepara- 
tion of sterile supplies. It should 
be noted that the sources used for 
information concerning the activi- 
ties of the operating room and de- 
livery room both preceded the era 
of prepackaged or disposable ster- 
ile goods. Consequently, the time 
spent on these activities now may 
be reduced. 

Much research is in progress on 
devices to assist the person giving 
the patient anesthesia. These tend 
to be complex devices not widely 
applicable in their present form. 
One of them automatically inter- 
prets the electroencephalogram of 
the patient and indicates the state 
or depth of the anesthesia. Some 
experimental devices even supply 
more anesthetic agent to the pa- 
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tient automatically when the depth 
of anesthesia as measured by the 
electroencephalogram gets too shal- 
low. The anesthetist or anesthesi- 
ologist may make use of better 
patient monitoring devices, and 
consequently perform his services 
better, but it is unlikely that sub- 
stantial labor-saving in anesthesia 
can be achieved in the near future. 


NURSING ACTIVITIES 


This leaves us with the largest 
and most important category—the 
activities of the nursing staff who 
are giving care to bed patients. 
The basic research procedure in 
this field was to determine the way 
in which all nursing staffs on the 
wards spent their time. It should 
be noted that the terms “nurse” 
and “nursing”, as used in this re- 
port, designate all personnel who 
are active on the patient-care floor 
areas and who are responsible to 
the head nurse at a nursing station. 
This includes registered nurses, 
practical nurses or licensed voca- 
tional nurses, nurses aides, order- 
lies, student nurses (both of pro- 
fessional and LVN status) and 


ward clerks. The mere shift of a 
task from an R.N. to other per- 
sonnel does not constitute a saving 
of labor, in our opinion. 

The preliminary results of this 
type of analysis on how the nurs- 
ing budget is spent were rather 
discouraging, although substantial 
blocks of labor are used for each 
of the various large categories of 
activities such as record keeping, 
direct patient care, indirect patient 
care and housekeeping. One cannot 
build a paper work machine, or a 
direct patient care or indirect pa- 
tient care machine. One must have 
much more’ knowledge of the na- 
ture of the activity before one can 
think of ways in which labor might 
possibly be saved. 


REGROUPING TASKS 


One of the major research tasks 
was to regroup tasks into those 
which might be performed by a 
labor-saving system. There were 
relatively few tasks which required 
as much as one per cent of the net 
work time of the nursing staff. Net 
work time is time spent in useful 
tasks and excludes time for stand- 
by, idleness, personal reasons or 
time spent on the research project 
which made the activity studies. 
This list of activities (not grouped 
by function) is shown in Table 2, 
upper left. 

It may be seen that some of the 
traditionally conceived tasks on 
the wards simply do not occupy 
a great portion of the nurses’ time. 
For example, making unoccupied 
beds amounted to only 0.3 per cent 
of the time. Taking blood pressures 
was 0.5 per cent. Taking tempera- 
ture, pulse and respirations was 
0.7 per cent. It must also be ap- 
preciated that the per cent of time 
spent in a given category depends 
a great deal upon the nature of 
the hospital where the study was 
conducted and also the terminology 
which was used to describe a given 
category, 


IDLE TIME: 10 PER CENT 


An incidental observation was 
the high per cent of time spent 
in standby or idleness while pur- 
portedly on duty. Numerous studies 
in various states of the country, 
often conducted by nurses, are 
available. Although the figures are 
variable, approximately 10 per 
cent of nursing time is spent in 
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no useful purpose. This is over and 
above time for necessary personal 
activities such as eating. 

The major reason for this idle 
time is probably not under the 
control of the individual nurses 
who are forced to be idle. From 
our previous studies, we believe 
the idleness is probably the result 
of the disparity between the work 
load on a given ward at a given 
time and the work force that is 
available to handle this work load. 
The nurse and her supervisor are 
faced with a dilemma: at what 
level should one staff? If one staffs 
for the average work load, then 
the nurses will be periodically idle 
for lack of work. This is probably 
the main reason for the observed 
idleness of nurses. 

Much of the idleness would prob- 
ably be reduced or eliminated by 
programs which led to either more 
uniform work loads on the wards, 
or more mobility of nursing man- 
power to meet peak work loads. It 
is quite unlikely that every ward 
in a hospital would be simultane- 
ously at its busiest, and a mobile, 
highly trained group of nurses 
could probably be evolved which 
would serve to help each ward in 
turn with its peak loads. 

Although this is a serious prob- 
lem, it is not one in which the 
introduction of new devices would 
be specifically beneficial. However, 
as a general rule, one should re- 
member that one of the virtues of 
a device is that when it is idle, 
the only cost is depreciation on the 
investment in the device, whereas 
when a person is idle he must go 
on receiving his full salary. To this 
extent, and in this general fashion, 
the introduction of more labor- 
saving devices in hospitals may be 
able to reduce this serious element 
of wasted manpower. 


NURSES’ NOTES 


The figure of 13 per cent of 
nursing time spent on charting 
nurses’ notes is an attractive one 
to try to tackle. These data are 
from Arkansas, and it is not quite 
certain what constituted the nurs- 
ing notes of the time the study 
was done. However, there are com- 
parable figures from studies in 
California, where approximately 
10 per cent or more of nursing 
time was spent on the nurses’ notes. 
Of course, a good many people are 
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Central data 


processing planned 


for Maryland hospitals 


aps HOSPITAL COUNCIL of Maryland and its member institu- 
tions believe that the use of electronic data processing equip- 
ment in modern hospitals is limited only by imagination and 
finances. Aware that this expensive equipment is out of the 
financial reach of some hospitals individually, the council organ- 
ized a committee to investigate data processing as a potential 
area of joint activity. After reviewing the possible uses of such 
equipment, the committee decided against the acquisition of a 
“king-sized” brain as a first step. They reasoned that a small 
pilot project involving a small number of hospitals (six are 
participating) and a program which included a limited number 
of accounting functions would be a good starting point. The 
committee selected the following accounting functions for pro- 
graming: (1) income distribution; (2) accounts payable distri- 
bution; (3) inventory—tabulate storeroom requisitions for stock 
withdrawals and account distribution (expense distribution) ; 
(4) analysis and tabulation of Blue Cross payments; (5) pay- 
roll distribution; and (6) patient statistics (ancillary services 
statistics). 

The committee recognized that a basic requirement for a 
successful central data processing program was a “common lan- 
guage” which could be used for machine processing. In other 
words, a uniform chart of accounts and usable by all the hospi- 
tals in the pilot study had to be developed. In addition, it was 
hoped that the uniform chart of accounts would, through volun- 
tary acceptance, pave the way for uniformity in recording finan- 
cial transactions in Maryland hospitals and set the stage for the 
central processing of accounting as well as other data by all 
Maryland hospitals. 

When this chart of accounts was completed, it included many 
accounts which are peculiar to a single hospital and others 
which are used by only two or three hospitals. Most accounts, 
however, are common to all the hospitals involved. The inclu- 
sion of all known accounts, even if used only by one hospital, is 
necessary in order to make the application possible to all hos- 
pitals. 

The committee believes that the accounts provided are flexible 
enough to enable any hospital to use them and that the same 
account numbers can be used by al) hospitals in the experiment 
whether they use machine or manual accounting. It also believes 
that these accounts will provide the basis for cost accounting in 
all hospitals using them. 

A “dictionary”, or complete documentation as to how these 
accounts will be used and what financial transactions will be 
recorded in specific accounts, will be completed early in the 
Fall and circulated along with the chart among Maryland hos- 
pitals for review and comments. 

The committee hopes to inaugurate the pilot program late 
this year. Several of the six hospitals in the pilot project are 
already leasing similar equipment to process at least part of 
their accounting procedures. If the project is successful, Mary- 
land may be on its way to a nonprofit data processing service 
bureau for all of its hospitals—Lap F. GRAPSKI, director, Uni- 
versity Hospital, Baltimore; Morris N. THRONE, associate direc- 
tor, Sinai Hospital of Baltimore; JOSEPH SHERBER, assistant 
executive director, Hospital Council of Maryland, Inc. es 
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Fig. 1—Physician order card 


already aware of the fact that there 
may have to be some revisions in 
the nature of nursing notes. Much 
of what is done is really no more 
than tradition. Before one designs 
a machine to specifically produce 
the nurses’ notes in a more satis- 
factory fashion, one would have to 
do a considerable amount of re- 
search on the purpose of the nurses’ 
notes, 

It is very likely that much of the 
nurses’ notes could be split up and 
recorded in the patient’s record in 
other forms—thus, nursing notes 
having to do with observations of 
critical patients would be repro- 
duced by patient monitoring de- 
vices. Some of the routine plati- 
tudinous notes will probably be 
omitted in the future. Those hav- 
ing to do with the administration 
of drugs may be taken care of by 
a system which will be described 
later. Thus, the problem of the 
nurses’ notes is probably not ame- 
nable to head-on attack, but it 
must be broken into its componets 
before one can come up with 
a reasonable substitute for the 
nurses’ notes. 

In reviewing the remaining items 
on the list of activities given in 
Table 2, which commanded more 
than one per cent of the nurses’ 
time, the several items relating to 
either recording or conducting phy- 
sicians’ orders for medications were 
striking. Following this lead, we 
pursued a study of how physicians’ 
orders are recorded and carried out 
in the patient-care areas of hospi- 
tals in the San Francisco area. 
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It was found that since the in- 
troduction of a visible index card 
filing system sometime in the 
1930’s, there has been relatively 
little change in the clerical system 
used, despite the great increase in 
the variety and use of drugs in 
hospitals. Literature reviews and 
inquiries at other medical centers 
in the United States indicated that 
record-keeping related to medica- 
tion orders follows a fairly similar 
pattern throughout the United 
States. 

In studying all the steps that 
followed the writing of the physi- 
cian’s order, we found that there 
was repeated transcription of key 


data by many individuals. The 
physician writes an order which 
lists the patient’s name and num- 
ber, his location, the name of the 
drugs which he wants to have 
administered, the dose, the fre- 
quency, the route, the time the 
dose should start, and sometimes 
the data that the order should be 
terminated. Most of this informa- 
tion is, in turn, copied by the nurse 
in a card file of patient medication 
orders. It is also copied onto a 
small medicine card which is pe- 
riodically shuffled to determine 
what medications are due. Our 
studies indicate that an average 
patient has two to four cards at a 
given time. 

The data are often copied on a 
pharmacy requisition for the drug, 
and in the pharmacy the same in- 
formation is typed on a label for 
the medicine bottle. Further, the 
information is generally recorded 
in the nurses’ notes after the medi- 
cation has been given and also on 
a charge slip. In addition, for nar- 
cotics, much of the informat-on is 
repeated in a special narcotics req- 
uisition and log to comply with 
narcotics laws. 

Thus, the same basic information 
from a single physician’s order 
may be repeated in a hospital in 
writing a half dozen times or more. 
At the very least, a system should 
be used which would provide 
enough legible copies of each phy- 


Fig. 2—Hospital indicator for physician orders (HIPO) 
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Fig. 3—Work order card 


sician’s order for each of the sub- 
sequent work steps in the present 
system. Something as simple as 
carbon paper might be used. 

In addition to the frequent er- 
rors which result from the present 
manual system, it is estimated that 
one-sixth of the nursing budget, 
or approximately 5 per cent of a 
hospital’s expenses, are for clerical 
tasks concerned with recording and 
performing medication orders. 
Thus, a 250-bed California hospital 
with an annual budget of $3 mil- 
lion might spend $150,000 annually 
for existing manual medical order 
control service. 


SPECIAL-PURPOSE COMPUTER 


On this basis, we at Stanford 
Research Institute have conceived 
a new special-purpose computer 
system which may play a great 
role in conducting these and simi- 
lar record-keeping activities on the 
wards in the future. This device 
has been tentatively named the 
Hospital Indicator for Physician’s 
Orders (HIPO). Some of the basic 
characteristics of this proposed sys- 
tem are described below. 

The key data is the physician’s 
order card. Figure 1, p. 42, indi- 
cates what may be found on the 
physician’s order card. We believe 
that having the data in a format 
of this nature will serve several 
purposes. For one thing, it will 
eliminate most physician hand- 
writing because the majority of the 
orders can be checked on a pre- 
printed card. Furthermore, arrang- 
ing the data in columns would 


AUGUST |, 1961, VOL. 35, PART | 


serve to remind the physician when 
he inadvertently omitted a key 
factor in his prescription such as 
the route, the frequency, or the 
starting or stopping date. The phy- 
sician’s signature on each card 
would probably satisfy much of the 
legal requirement, although we 
have not considered that in detail. 

In support of the idea of a check 
list of drugs, we found, for example, 
that on a medical-surgical ward 
a card which listed only 40 differ- 
ent drugs would take care of 90 
per cent of the physician’s orders. 
Although thousands of different 
drugs may be used in a hospital 
at a given time, in a particular 
ward, the great majority of physi- 
cian’s orders for medications can 
be accounted for by relatively few 
drugs. This is even more evident 
on the specialty wards, such as ob- 
stetrics or pediatrics, where a list 
of only 20 drugs would take care 
of 90 per cent of physician orders 
for medications. 

When completed by the physi- 
cian on the ward, the card would 
be forwarded to the central data 
processing system of the hospital 
(see Fig. 2, p. 42). 


ADVANTAGES OF HIPO 


Additional information on the 
patient may come from the ward, 
the admitting office and elsewhere. 
Furthermore, physician orders in 
the nature of standing orders are 
also recorded in the memory of 
HIPO, The system compares each 
of these data inputs and determines 
when inconsistencies exist. These 


are given to the physician, who 
may veto the machine and carry 
on with the program which he 
considers best in his medical judg- 
ment, instead of the routine screen- 
ing proposed with the HIPO sys- 
tem. At present, nurses have the 
responsibility to review physician 
orders and make sure that they 
are accurate. The complexity of 
modern pharmacology often makes 
this extremely difficult, and the 
relationship of nurse-physician has 
changed sufficiently so that it may 
not be carried out to its fullest 
extent. 

At the appropriate time, when a 
medication is about due for a pa- 
tient at a given location, a card, 
called the “work order card,” is 
printed and delivered to the nurs- 
ing station. At the same time, a 
light signal or other indicator goes 
on at the nursing station to call 
the nurses’ attention to the fact 
that an obligation is due. 

It may even be possible for the 
work order to contain not only the 
information about the drug but an 
actual single dose of the drug 
properly labeled for the nurse to 
use (see Fig. 3, upper left). Studies 
conducted at the Institute have in- 
dicated that a relatively small-size 
dispensing machine for drugs lo- 
cated at each of the nursing sta- 
tions could stock most of the doses 
given. For example, a dispenser 
with only 40 different drugs could 
provide for three-fourths of the 
doses given on a medical-surgical 
floor. 

Thus, in this system vitually all 
drugs are stock drugs and would 
be kept in dispensing machines at 
the nurses’ station. Drug inventory 
control is automatically achieved 
by counters in the dispensers. 

When the nurse has taken the 
work order and preselected drugs 
from the dispenser, she takes them 
to the patient where she makes a 
positive identification. (A proto- 
type for such a device has already 
been built at the Institute; it is 
believed it could sharply reduce 
medication errors.) Once this iden- 
tification has been properly made 
and the medication given the pa- 
tient, the completed work order is 
returned to the machine and the 
light signaling the obligation is 
canceled. The information that the 
dose has been given is recorded in 

(Continued on page 99) 
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by CONSTANCE CHALMERS 


T Rancho Los Amigos Hospital, 
L Downey, Calif., one of the 
largest chronic disease hospitals 
in the country, keeping the pa- 
tients, staff and the community 
happy is the task of the hospital’s 
program department. To provide 
the patients with diversion, which 
the medical staff believes has defi- 
nite therapeutic value, the pro- 
gram department directs the 
activity of five coordinated func- 
tions—volunteers, crafts, commu- 
nity contributions, entertainment 
and patient participation pro- 
grams. 


VOLUNTEER SERVICE 


Competition for volunteers with 
other hospitals in the area makes 
it necessary to carry out extensive 
volunteer recruitmen‘*. Also, our 
needs have expanded because of 
increasing requests from hospital 
personnel for more volunteer serv- 
ices in all areas. Newspaper pub- 


Constance Chalmers is the program di- 
rector at Rancho Los Amigos Hospital, 
Downey, Calif. 
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The program department of one 
chronic disease hospital has the re- 
sponsibility for coordinating patient 
recreation activities including, volun- 
teer work, crafts, community contri- 
bution, and _ patient 
participation programs, the author 
states. She describes how each ac- 
tivity operates and how it is related 
to the diversional therapy program 
of the hospital. 


entertainment 


licity, public service radio broad- 
casts and an open house bring 
many new volunteers to the hos- 
pital. Contacts with local clubs, 
colleges and senior citizen groups 
continue to supply the hospital 
with volunteer help. But the best 
recruiters are the satisfied volun- 
teers who are already working, 
because by word of mouth they 
tell their friends of the needs. 

After recruitment, personal in- 
terviews are scheduled for volun- 
teers interested in giving two or 
more hours each week. This 
screening helps to determine the 
suitability of an applicant and 
helps find the right person for the 
right job. 


The next step is an orientation 
course in which speakers from the 
administrative, medical, nursing, 
dietary, psychology, financial and 
program departments describe 
their activities in relation to the 
volunteer service. This gives the 
volunteer an over-all picture of 
a large hospital program. Monthly 
juncheon meetings are held to 
keep volunteers aware of current 
problems, and personal confer- 
ences with each volunteer are 
scheduled every six months. To 
augment volunteer training, panel 
meetings and workshops for vol- 
unteers are conducted. 

After training, the volunteer is 
ready for an assignment where 
both the hospital’s and his own 
needs can be satisfied. On the first 
day of service, new recruits are 
accompanied by an experienced 
volunteer, who introduces them to 
patients and personnel. Then the 
volunteers face the challenge of 
attempting to bring their personal 
type of service to those who have 
been hospitalized for a long time. 

Volunteers who serve on the 
wards write letters, shop, visit, 
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disease hospital 


feed, read, serve as hosts, assist 
with telephone calls, do beauty 
work and perform other personal 
services. Some volunteers are in- 
dividually instructed in specialized 
services, such as_ psychological 
testing and speech therapy, movie 
projection, school work, crafts, 
tours and recreation. Others are 
trained in bandage making, in the 
library and escort services and in 
assisting patients with election 
ballots. 

Each year new requests are 
made for volunteer services, and 
we try to meet the needs of the 
patients whenever possible. Invar- 
iably, the volunteers comment 
that they are the ones benefited 
and that they receive much more 
than they give. Currently there 
are more than 200 volunteers, 
ranging in age from 15 to 70. Both 
men and women participate in the 
service. 


CRAFT CENTER 


The hospital’s craft program is 
housed in a rambling barn-like 
building. Volunteers and patients 
alike who are skilled in all types 
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of crafts instruct handicapped pa- 
tients. The craft consultant teaches 
interested volunteers and patients 
to assist in the various classes. 
Volunteers kelp guide the paint 
brush of a hand gnarled with 
rheumatism for example, or hold 
a mold while a patient slowly 
works the clay with one useful 
arm. A gray lady may aid a cere- 
bral palsy victim transfer a de- 
sign on leather. 

The program is really patient- 
centered. If a patient wants to 
learn photo tinting, for example, 
an instructor is found; if someone 
offers to teach silk screening, pa- 
tients are found who are inter- 
ested. Physicians believe that for 
many patients the amount of 
medication decreases as the vol- 
unteer and craft program increases. 

Another project of therapeutic 
value is the hobby cart program 
for patients who cannot get to the 
center. Specially constructed carts, 
supplied with materials for crafts 
and hobbies suitable for the bed- 
ridden, are taken to the wards 
by trained volunteers, who teach 


(TOP, LEFT) Musical entertainment is a great 
favorite among patients, and the Rancho 
Rhythm Rogues, an orchestra made up of 
patient musicians, often entertains. (BOTTOM, 
LEFT) Special attention is given to the chil- 
dren at Rancho Los Amigos Hospital, espe- 
cially in the summer when there is no school. 
Playground equipment is available in the play 
area, and a nurse supervises when the chil- 
dren are there. 


the patients how to make baskets, 
flowers, models, jewelry, mosaics, 
aprons and many other items. 
Special attention is given to the 
children during the summer when 
school is not in session. Even pa- 
tients in casts and respirators are 
able to participate in some form 
of craft from the hobby cart. 

Frequently, patients become so 
skillful with their crafts that the 
articles are sold in the gift shop. 
A standards committee decides 
whether an article is acceptable 
for sale in the shop and sets the 
price. Patients pay for the cost of 
the materials and receive 85 per 
cent of the selling price. Although 
the gift shop is not run for profit, 
patients do gain confidence in 
themselves by selling their crea- 
tions, and some even learn ways 
to become self-supporting. 


COMMUNITY CONTRIBUTIONS 


The program department re- 
ceives calls daily from community 
groups asking what they can do 
for the patients. Some groups have 
money to spend; many wish to 
make ‘things. Children’s groups 
like to collect items that the pa- 
tients might use, such as comic 
books, colored bottles for mosaics 
and leather scraps. 

Most groups want to give their 
services; however, “ward spon- 
soring” is the hospital’s way of 
referring to groups that go to the 
wards on a regular monthly basis. 
If a group shows interest in such 
a project, the program director ar- 
ranges an interview to find out 
what the group is able to do and 
to offer suggestions. Then the 
group tours the proposed ward. 
This initial exchange of ideas 
usually determines what ward is 
most suitable for the group. 

The range of service of these 
groups varies greatly. Some groups 
bring token gifts and visit; others 
serve refreshments and occasion- 
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ally whole meals. Other groups 
play musical instruments or lead 
group singing, others have access 
to more elaborate entertainment, 
such as barber shop quartets, 
small choral groups and string en- 
sembles. All of these services are 
especially therapeutic for the ger- 
iatric patient. 

Groups in the community offer 
patients transportation to plays, 
concerts, ball games and other 
outings. One patient recently at- 
tended the county fair and met a 
friend he had not seen in 20 years. 
Another patient, a former mu- 
sician who had not left the ward 
in a long time, was able to attend 
a concert. 


PATIENT ENTERTAINMENT 


In addition to activities con- 
tributed by the public and the 
volunteers, the hospital has many 
facilities designed to fill the needs 
of patients during their many 
leisure hours. 

All wards and many recreational 
areas at Rancho are equipped with 
a television set. In addition, some 
patients have their own small 
radios, and others use _ record 
players extensively. For patients 
wishing to read but unable to 
handle a book, talking magazines 
are brought to the bedside. Even 
patients with 5 per cent vision can 
“read” with this program and the 
help of volunteers. A tape record- 
er and a dictating machine are 
available upon request because 
some patients are trying to im- 
prove their diction, or they are 
learning to talk again. Some pa- 
tients write books and stories, a 
few of which have been published. 
The library issues record players 
and records just as it does books. 


MOVIES IN DEMAND 


Aithough television furnishes 
much entertainment, movies are 
still in great demand. Each week 
the hospital rents three good fea- 
ture 16 mm. films, often in color. 
Volunteer projectionists show the 
films on the wards. Each feature 
is shown twice nightly, five times 
a week, making some films avail- 
able to almost 1000 patients a 
month. In addition, seven major 
movie studios alternately loan the 
hospital a 35 mm. film each week. 
This is shown in the auditorium 
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for ambulatory and wheel chair 
patients. 

Other activities include variety 
shows, boxing and wrestling 
matches, band concerts and musi- 
cal entertainment sponsored by 
outside groups. Patients are also 
encouraged to participate in mas- 
querade balls, holiday parties and 
talent shows, and to make use of 
the many sun rooms, porches, 
patios and canteens where they 
can gather for card games, chess, 
checkers and pool. Music listening 
hours, current events discussions 
and book reviews are also held. 
One patio has a built-in fireplace 
where barbecues are scheduled. 
Sometimes the hospital provides 
hamburgers or hot dogs, cooked 
and served by volunteers; often 
outside groups bring the food and 
do the cooking and serving. 

Picnic tables and benches, a 
golf putting course, a horseshoe pit, 
table tennis, shuffleboard, a port- 
able bowling alley and croquet 
are available for those patients 
who are able to participate. An- 
other event is the annual outing 
sponsored by the program depart- 
ment. After a parade, which goes 
through the grounds, a program 
featuring band music, songs, 
square dances and visiting celeb- 
rities is given. 

Generous public contribution to 
the recreational program at the 
hospital continues to offer every- 
thing from ballet dancers to dog 
acts. The constantly expanding 
recreation program is geared to 
the needs of the patients who are 
always encouraged to participate 
if possible. 


PATIENT ADVISORY COUNCILS 


An invaluable patient partici- 
pation program which enables 
groups of patients to voice their 
opinions and ideas about all phases 
of the hospital consists of the pa- 
tient advisory councils (PACs). In 
these councils, members of the 
staff, in turn, bring problems to 
patients for suggestions. 

The first patient advisory coun- 
cil was started in 1955 when a 
few polio patients met to discuss 
certain facets of their surround- 
ings and treatment. The medical 
director encouraged constructive 
patient criticism and asked the 
program department to be the 


liaison between the patients and 
personnel. Some of the problems 
discussed included extension of 
visiting hours, change of bedtime, 
food, activities for teen-agers and 
other topics. 

In the first year of operation, 
perhaps 50 per cent of the sug- 
gestions were acted upon, and ex- 
planations were given for those 
suggestions that could not be acted 
upon. 

There are now seven councils. 
A central committee, made up of 
the chairman from each council, 
discusses problems pertaining to 
the over-all hospital situation. 
Their agenda include: a food sur- 
vey, distribution of donated cloth- 
ing, standard rates for patient 
pushers, rerouting of the tram (a 
low motor vehicle used to trans- 
port wheel chair patients within 
the hospital grounds), television 
viewing hours, courtesy, cleanli- 
ness and how to reduce food 
waste. 


ADMINISTRATIVE APPROVAL 


The PAC program has the 
wholehearted support of the Ran- 
cho administration and all Rancho 
departments. The administration 
has used this means of communi- 
cation to learn from the councils 
how the canteen service, for ex- 
ample, could be improved. An- 
other time administration was 
concerned with the problem of 
patient accidents. The central 
council was consulted, and from 
its discussion a patients’ safety 
committee was formed. When the 
policy and procedure manual was 
revised, the council was also con- 
sulted. 

This confidence in the judgment 
of the councils has produced a 
feeling among the patients that 
they are contributing something 
of value to the hospital, and that 
they are a vital part of adminis- 
trative planning in the hospital. 

The patients’ assistance is also 
needed when ideas are forthcom- 
ing from the public. For instance, 
orchid growing has just been of- 
fered as a patient activity. Through 
the patient councils and the pa- 
tient newspaper, we will learn 
whether anyone would like to 
grow orchids. We know, among 
2200 patients, that there will be 
some who will be interested. bad 
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A REPORT OF THE 1961 ANNUAL MEETING 
OF THE AMERICAN MEDICAL ASSOCIATION 





AMA House shifts 


stand on Osteopathy 


HE HOUSE OF DELEGATES of the American Medical 

Association has finally budged on the osteopathic 
issue. And when it budged, as it did at the end of 
June in New York, it took a giant stride. 

It abandoned its position that in effect put all osteo- 
paths in one basket bearing the label “cultist” and 
in its stead adopted this policy: ‘Policy should now 
be applied individually at state level according to 
the facts as they exist....the test now should be: 
Does the individual doctor of osteopathy practice 
osteopathy, or does he in fact practice a method of 
healing founded on a scientific basis? If he practices 
osteopathy he practices a cult system of healing and 
all voluntary professional associations with him are 
unethical. If he bases his practice on the same sci- 
entific principles as those adhered to by members of 
the American Medical Association, voluntary profes- 
sional relationships with him should not be deemed 
unethical.” 

This action wasn’t taken without argument, but it 
certainly was taken without the heat which has made 
the liberalization of the policy on osteopathy too hot 
to handle in previous years. 

Most of the 216 members of the House of Delegates, 
convening during the 110th annual meeting of the 
AMA, believe that the inevitable and eventual solu- 
tion of the osteopathic problem is complete aban- 
donment of osteopathy as a separate profession and 
absorption into the ranks of regular medicine. But, 
recognizing that this state of affairs is still some time 
removed, the House acted to take notice of the devel- 
opments in osteopathy and the plight of physicians 
who were hard put not to consult with or take re- 
ferrals from osteopathic physicians but ran the risk 
of being branded unethical by so doing. 

The 1961 action doesn’t go as far as was recom- 
mended to the House as long ago as 1953, but few 
believe that there was any possibility of the House 
even now taking the sweeping step proposed in 1953. 
After two years of study which began in 1951, a 
special committee on osteopathy recommended that 
the House of Delegates “declare so little of the origi- 
nal concept of osteopathy remains that it does not 
classify medicine as currently taught in schools of 
osteopathy as the teaching of ‘cultist’ healing.” It also 
urged the House then to leave to the respective states 
the matter of the ethics of the relationships of doctors 
of medicine to doctors of osteopathy. 
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Because of the importance of subject of the matter, 
action was delayed. 

The next key action came in 1955 when the Cline 
committee (named for its chairman, AMA past presi- 
dent John Cline, M.D.) substantially agreed with the 
earlier recommendations but failed to sell its view- 
point to the reference committee at the June 1955 
meeting. (Under AMA structure, all matters brought 
to its House of Delegates go to one or another refer- 
ence committee for hearing and for recommendation 
back to the House and for whatever action is indi- 
cated.) The reference committee would only go so far 
as to say that the ethical proscription of M.D. teach- 
ing in schools of osteopathy ought to be lifted and 
that the state medical societies should determine the 
relationship of doctors of medicine to doctors of 
osteopathy. 

The reference committee, in turn, failed to per- 
suade the House as a whole of the wisdom of its 
decision. The House preferred the point of view of 
the minority of one on the committee, Milford O. 
Rouse, M.D., now the vice speaker of the House of 
Delegates. Dr. Rouse wanted no truck at all with 
osteopaths until the American Osteopathic Associa- 
tion voluntarily abandoned the osteopathic concept 
and came to the AMA with a request for further 
discussion. 

The vote was close but was decisive enough to 
indicate that it would be quite awhile before any 
relaxation of the AMA’s position on osteopathy would 
be considered again. The AMA’s Judicial Council in- 
formed the House of Delegates in December 1955 that 
in view of its June 1955 action, all voluntary profes- 
sional associations with osteopaths were une‘hical 
and would remain unethical until the House desired 
to do something about it and did it. The Judicial 
Council said it was incumbent on members of the 
American Medical Association to follow this policy. 

In 1958, the problem was back, in the form of a 
plea for letting the matter be decided state by state. 
The House rejected this. The increasing number of 
osteopaths enjoying unlimited licenses to practice 
medicine and surgery and the hard fact that in some 
areas osteopaths were the only physicians reasonably 
available to the people inevitably kept the issue alive. 
The Judicial Council went back to the House in June 
1959 with a report much like the one the Council 
eventually submitted in 1961. The reference commit- 
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tee thought it was high time that something be done. 

Unknown to many, the state of California was at 
this very point trying to solve the problem its own 
way—that of complete absorption. Opposition to the 
action proposed by the Judicial Council and the refer- 
ence committee was spearheaded by the California 
group and prevailed. The House did take a small 
step at this meeting, urging that the Joint Commis- 
sion on Accreditation of Hospitals survey without 
prejudice those hospitals required by law to admit 
osteopathic physicians to the staff. 

A few months later, the American Hospital Associ- 
ation decided that it had to act on this matter, even 
if it did so before the American Medical Association 
saw fit to change its position. At that time, the 
American Hospital Association changed its listing 
requirements to make it possible for the Association 
to list hospitals with osteopathic physicians on the 
staff so long as all the clinical work of the hospital 
was under the general supervision of doctors of 
medicine. And in September 1960, the Joint Commis- 
sion on Accreditation of Hospitals announced that it 
would survey for accreditation hospitals with oste- 
opathic physicians on their staff if they were listed 
by the American Hospital Association. The AHA has 
listed 21 hospitals with mixed staffs and the Joint 
Commission has accredited 3. 

The American Medical Association could never 
stomach the teachings of Andrew Taylor Still, the 
founder of osteopathy and the man who taught that 
a physician could manipulate his patient out of any 
disease, As osteopathy became more and more like 
scientific medicine, its reliance on Dr. Still became 
less and less. In the eyes of some osteopaths, Dr. Still 
was an actual liability. In any event, all references 
to Andrew Taylor Still were eliminated from the 
constitution of the American Osteopathic Association 
in Washington in July 1958. This was widely regarded 
as a skillful overture by the younger men in osteop- 
athy to regular medicine. But still the American 
Osteopathic Association insisted that there was room 
for two distinct branches of medicine, osteopathy 
being one of them. This position is totally repugnant 
to the American Medical Association. 

The next major development was in California. In 
the Spring of 1961, the California Medical Association 
and the California Osteopathic Association approved 
a plan whereby the osteopaths in California would 
give up their association and would join with medi- 
cine. The Los Angeles College of Osteopathy would, 
under this plan, become a school of medicine. 

Action wasn’t limited to the West Coast. In Phila- 
delphia, a committee of the Philadelphia County 
Medical Society flatly disagreed with the AMA’s 
prohibition, as unethical, of voluntary associations 
with osteopaths, but this was overturned by a small 
vote at a regular meeting of the Philadelphia Medi- 
eal Society. 

Thoroughly cognizant of these developments and 
of the statistics of osteopathy—there are 13,500 oste- 
opathic physicians, of whom 10,023 are licensed to 
practice the healing art without limitation—the Judi- 
cial Council of the AMA decided this year that once 
again the AMA could not stand pat on osteopathy. The 
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council prepared still another report on the subject, 
recounting the developments in the field and then 
recommending that “it shall not be considered in 
itself unethical for members of the American Medical 
Association to associate professionally and on a vol- 
untary basis with doctors of osteopathy who base 
their practice on the same scientific and ethical prin- 
ciples as doctors of medicine.” 

At the reference committee, California, quite satis- 
fied with the way things were going on the subject 
in that state, said frankly that it would be happier 
were the AMA not to even tilt the tea kettle by 
doing anything at this time. If the AMA did feel that 
something had to be done, then California wanted 
a few changes made, including having the position 
of the Judicial Council spelling out the recommended 
position adopted as the final policy rather than in 
the “too succinct” recommendation itself. There were 
several who spoke for this point of view, including 
a surprising voice on this side, that of Dr. Cline, a 
historic advocate of some action on this subject. Then 
Homer L. Pearson Jr., M.D., of Florida, chairman of 
the Judicial Council, spoke for the council’s report 
and then sternly warned the members that if they 
didn’t change the policy but maintained the interdic- 
tion against associations with osteopaths, then this 
ethical requirement would have to be at fault. He 
stated boldly that something unethical in Louisiana 
or in Georgia was equally unethical in Kansas, Mis- 
souri, and Philadelphia. He said that perhaps the first 
action taken in any program of vigorous enforcement 
would be against the delegates from states which 
were flouting the ethical ban. 

On the floor of the House, it was immediately evi- 
dent that the question was not whether action would 
be taken this year, but rather what that action would 
be. The reference committee wanted it pretty much 
along the California lines of an explicit statement of 
position rather than the succinct recommendations of 
the Judicial Council preferred by the delegates from 
New Jersey. The spokesman for California said to 
adopt the distillation of the position as recommended 
by. the Judicial Council might be all right in five or 
six years but would be a major error at this time. 
The motion to amend lost and the House promptly 
adopted the reference committee recommendation, 
thus establishing a new era in the relationships of 
doctors of medicine and doctors of osteopathy. 


AID ik 
HE AMERICAN MEDICAL 
TO THE AGED Association has devoted 


valiant efforts recently to 
making sure that there is 
no doubt about where it stands on medical care 
for the aged under the social security taxing mecha- 
nisms. It opposes this proposal with all the vigor 
at its command, and that is considerable. There is 
equally little doubt about where it stands for care 
for the needy aged as proposed under the Kerr-Mills 
mechanisms. It is just as strongly for these proposals 
as it is against the social security mechanism as 
envisioned in the King-Anderson bills. 
At its recent session, the AMA’s House of Delegates 
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went even further than previously in an opposition to 
the King-Anderson type of measure and then, almost 
before the mimeograph ink was dry on the paper, 
modified the new degree of opposition. 

This is how it happened: 

There were four resolutions and a good deal of 
oratory on the subject of health care for the aged. 
The reference committee that considered these pro- 
posals recommended to the House that it “reaffirm 
its opposition to inclusion of medical care for the 
aged under the compulsory social security system’. 

Louis H. Bauer, M.D., past president of the AMA, 
thought that the reaffirmation wasn’t enough and 
proposed an amendment. It read: 

“The House of Delegates of the American Medical 
Association records its opposition to any legislation 
of the King-Anderson type. Its opposition is based 
on the facts that such legislation does not meet the 
needs of the situation; interferes with the doctor- 
patient relationship; interferes with the rights of 
doctors employed in hospitals; is inordinately ex- 
pensive; leads inevitably to further encroachments 
by government into medical care; resuits eventually 
in a deterioration of the type of medical care rendered 
the public; and is therefore detrimental to the public 
interest. 

“The House of Delegates invites attention to the 
fact that the medical profession is the only group 
which can render medical care under any system 
and that the medical profession is best qualified to 
determine how the best medical care can be delivered. 

“The House of Delegates believes that the medical 
profession will see to it that every person receives 
the best available medical care regardless of his 
ability to pay, and it further believes that the profes- 
sion will render that care according to the system it 
believes is in the public interest and that it will not 
be a party to implementing any system which is 
un-American and detrimental to the public welfare.” 

The House of Delegates applauded Dr. Bauer’s sug- 
gestion vigorously and passed it without dissent. 

There was little else remaining on the House agenda 
but the election of officers. Under AMA procedure, 
the election of officers and the counting of the ballots 
is a time-consuming procedure. During this time, 
while the House was in recess before getting the 
results of the election and then adjourning for good, 
the implications of the last sentence of Dr. Bauer’s 
amendment was brought to the attention of the of- 
ficers and the delegates. The question was asked 
whether or not this meant that the doctors would 
refuse to care for patients under the King-Anderson 
proposal and thus in effect go on strike. 

The House was reassembled and the delegates were 
informed that the amendment by Dr. Bauer, which 
had been passed after just verbal reading by him, 
was ambiguous and subject to misconstruction. There- 
fore, the House was urged to amend the amendment 
so that it would read in the last paragraph: 

“The House of Delegates believes that the medical 
profession will see to it that every person receives 
the best available care regardless of his ability to 
pay, and it further believes that the profession will 
render that care according to the system it believes 
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is in the public interest and that it will not be a 
willing party to implementing any system which we 
believe to be detrimental to the public welfare.” 

The House promptly adopted the amendment to the 
amendments. Thus, it added five words and struck 
three from the last paragraph of Dr. Bauer’s pro- 
posal. His amendment called the King-Anderson bill 
“detrimental to the public interest” and therefore, 
the AMA’s House believes that the medical profes- 
sion would not be a party to implementing such a 
system. As finally adopted, the policy states that the 
delegates believe that the medical profession would 
not be a willing party to the implementation of such 
a system. The amendment to the amendment struck 
from the resolution the label “un-American” from a 
system which, in the context of the resolution, would 
have been adopted by the U.S. Congress. The amend- 
ment to the amendment also added the softening “we 
believe” in a further mollification of the original 
proposal. 

The American Medical Association had other legis- 
lative matters on its mind besides medical care for 
the aged. The Texas delegation, long an unremitting 
foe of federalism, lambasted federal foreign aid and 
warmly endorsed congressional measures to grant 
more powers to states. The reference committee, and 
then the House, urged the reappraisal of foreign aid 
and support of state’s rights proposal. 

The House of Delegates refused, as it has so often, 
to take a poll among the physicians of the nation as 
to whether the physicians should be blanketed under 
this social security law. The AMA has refused to 
give ground on its position opposing compulsory 
coverage of physicians. It turned down the refer- 
endum, saying that the House of Delegates is “capable 
of expressing the majority sentiment of (its) con- 
stituency not only on the question of social security 
coverage of physicians but on other questions of 
policy as well. The substitution of any other method 
of determining national medical policy would be 
subject to great errors, creating flexible policy state- 
ments and endangering the usefulness of the House 
of Delegates.” 

It also remarked that among other forms of com- 
pulsion, it did not favor compulsory use of generic 
terms. It isn’t so much the use of generic terms it 
objected to, the House stressed, but rather the com- 
pulsion to do so. It also thought that the abolition 
of the position of assistant secretary of defense for 
health and medical affairs was a sorry mistake and 
that it should be remedied without delay. 


HOSPITALS, * 
OMPARED TO OTHER 
MEDICAL STAFFS, years, especially those 


ETC when attacks on the Joint 

* Commission on Accredita- 

tion of Hospitals were fashionable, the June 1961 

meeting of the House of Delegates of the American 

Medical Association was quite calm so far as hospitals 
were concerned. 

There were only three resolutions on the Joint 

Commission this time. Florida urged the House to 
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go on record as opposing the requirement of the 
JCAH that “only reports of clinical laboratory work 
done in laboratories supervised by qualified clinical 
pathologists should be accepted for hospital inpatients 
or outpatients.” 

Instead, Florida urged, “laboratory work attached 
to the clinical record by the responsible staff physi- 
cian be accepted at face value.”’ Neither the reference 
committee nor the House as a whole saw eye to eye 
with Florida on this subject, expressing their belief 
in “the minimal hospital admission laboratory require- 
ments of the Joint Commission on Accreditation of 
Hospitals and (in) the over-all policies of the Joint 
Commission in regard to hospital laboratory work 

.’ From Illinois came a request that the Joint 
Commission exercise greater care in the selection 
of its hospital examining personnel and from Florida 
came a suggestion that the report of the surveyor 
go to the chiefs of staff. 

The reference committee and the House bundled 
these requests together, urging that the “field repre- 
sentatives regularly review their observations in each 
hospital with responsible members of the medical and 
administrative staffs of the hospital.” 

Florida, unusually active on the resolution front 
this year, had some words to say about nursing. It 
called the 40-hour maximum prescribed work week 
a “deterrent to the total use and development of 
student nurses’ capabilities” and urged that the “40- 
hour nursing week be liberalized on a voluntary basis 
and that the student be permitted compensation from 
time so spent.” This was sent with dispatch to a 
committee of the AMA for study. 

On other matters in these areas, the House looked 
with favor upon progressive patient care, statutory 
immunity from suit for members of the medical staff 
who take disciplinary action against their colleagues, 
and objection to being forced to write the generic 
names of drugs; a plea for transfer of coverage for 
hospital services such as pathology and radiology to 
Blue Shield from Blue Cross. The council on medical 
service, sending this to the House, noted that the 
policy of the AMA was clear on this subject and had 
been for years but not enough had seemed to happen. 

The House urged the formation of a two-year gen- 
eral practice residency which would include surgery 
and obstetrics and it also said that the payment of a 
surgical assistant’s fee by the surgeon did not violate 
the ethic against fee-splitting. 


T THE OUTSET of the 
June meeting of the House, 
there were predictions that 
the report of a special com- 
mittee on medical disci- 
pline might be in for rough 
sailing. Some thought it 
took too much power from 
the local organization and also was too strict. The 
predictions didn’t come to pass and the House of 
Delegates adoped a new medical discipline technique 
which could be of great significance. 


MEDICAL A 
DISCIPLINE, 
MEDICAL STAFFS, 
AND OTHER 
MATTERS 
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The special committee on medical discipline found 
little fault with the medical disciplinary mechanisms 
but was not impressed with the “frequency and ef- 
fectiveness of their use.”’ It recommended, and the 
House concurred in its recommendations, that certain 
things be done to change this state of affairs. 

One of the changes was that the state and county 
medical societies utilize grievance committees as 
“‘srand juries’ to initiate action against an offender 
so as to obviate the necessity of making an individual 
member of the medical society complain against a 
fellow member.” They reported that there was an 
understandable reluctance for Dr. Jones to take up 
cudgels against his colleague, Dr. Smith. 

The House also recommended that the bylaws 
of the American Medical Association be changed to 
confer original jurisdiction on the association to sus- 
pend or revoke the AMA membership of a physician 
guilty of a violation of the principles of medical ethics 
or the policy of the American Medical Association re- 
gardless of whether action has been taken against him 
at local level. 

These were considered the key points of a full 





DR. FISTER NAMED PRESIDENT-ELECT 


George M. Fister, M.D., of Ogden, Utah, is the 
new president-elect of the American Medical Asso- 
ciation. For other officers and trustees named by 
the AMA at its annual meeting, see article on 
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series of recommendations which would stiffen the 
disciplinary procedures in the profession of medicine. 

As the incoming president, Leonard W. Larson, 
M.D., said, ‘few doctors relish the prospect of sitting 
in judgment on their colleagues, and often think to 
themselves: ‘There but for the grace of God sit I’. 
The doctor must, however, accept this responsibility. 
Physicians must not be afraid to censure or punish 
their fellow doctors who are guilty.” 

The House got into a dispute with the famed Jonas 
Salk, M.D., developer of the poliomyelitis vaccine 
which bears his name. 

The Council on Drugs of the American Medical 
Association had recommended that the AMA take 
sides in the dispute between Dr. Salk and those who 
favor oral vaccines. The side the AMA chose was that 
of the oral vaccine, saying that every effort should be 
made to get maximum use of the Salk (killed) vac- 
cine until supplies of oral (live) vaccine were avail- 
able. 

Dr. Salk dashed off a telegram to Dr. Larson which 
was not delivered to him for many hours and then, 
not having had an answer to the undelivered tele- 
gram, dispatched another and much sharper one to 
Norman Welch, M.D., speaker of the House. 

By this time, the House of Delegates had already 
adopted the report of the Council:on Drugs and thus 
had taken sides. 

Dr. Larson told Dr. Salk that the AMA saw no 
reason to change its recommendation but would, of 
course, be glad to give Dr. Salk a hearing. Dr. Salk 
wondered what good this would do. 
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Additional listings 





Hospitals and inpatient care institutions other 
than hospitals shown on these pages were accepted for listing 
by the American Hospital Association after March 1961. 
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* indicates membership in the American Hospital Association. 


For definitions and explanation of numerical codes see Key to Listing, 
page |4 in Part 2 of this issue. 


Newborn 5 
Census 
Personnel 


Admissions 
Bassinets 


Births 


CALIFORNIA— 


BANNING—Riverside County 
SAN GORGONIO PASS MEMORIAL HOSPITAL—Box 1456—Tel Beaumont VI 5-I/2i— 
J Robert Miller, Adm—F-2-4-7-i3- — 16-17-19-23-25 
CASTRO VALLEY—Alameda Count 
LAUREL GROVE HOPITAL Est 196019933 Lake Chabot Rd—Tel JE 8-6464—F M Thorn- 1724 
burg MD, Adm—F-2-3-4-6-7- “4 15-17-19-25 (Data for 259 days) 
COSTA MESA—Orange Count 
FAIRVIEW STATE H SPITAL— 20961 Harbor Bivd—Tel Kimberly 5-9331—Hyman Tucker MD, 1036 
Med Dir—F-2-3-4-5-6-7-8-9-11-12-13-14-15-17-18-19-20-21 -23-24 
EL CAJON—San Diego County 
EL CAJON VALLEY HOSPITAL Est 1960—i688 E Main St—Te!l HI 2-66!!—Harold L Gano, | . b 545 
Adm—F-|-2-3-4-6-7-10-1 |-13-15-16-17-19-23-24-25 (Data for 58 days) 
LAKEWOOD—tLos Angeles County 
LAKEWOOD GENERAL HOSPITAL Est 1958—5300 Clark Ave—Tel Torrey 6-97/I—E H De- 
Koven, Adm—F-1-2-3-4-13-15-16-17-19-25 
MARYSVILLE—Yuba County 
U. S. AIR FORCE HOSPITAL Est 1959—856 Medical Group, Beale AFB—Te!l ST 8-223!— 
Ernest T Kretschmer, Lt Col, ae Med Adm Ser 
SAN GABRIEL—tLos Angeles Cou 
bat ver rte HOSPITAL OF SAN YS ABRIEL Est 1960—218 S Santa Anita St—Tel Atlantic 
9-5454—Harry L Miller, Adm—F-1-2-3-4-7-8-9-10-16-17-19-20-22 


FLORIDA— 
LAKELAND—Polk County 


ANNE E. HILL MEDICAL CENTER, FLORIDA SOUTHERN COLLEGE—Princeton Place—Tel 
MA 1028—Ben H McConnell MD, Dir Med Serv 


ILLINOIS— 


ELGIN—Kane and Cook Counties 
RESTHAVEN Est 1909—600 Villa St—Tel Sherwood 2-0327—H Ruth Tyrell, Adm 


INDIANA— 


BRAZIL—Clay Cou 
CLAY COUNTY HO PITAL—1206 E National Ave—Tel 2374—Karl J Dickerson, Adm—F-|-2-3- 
4-10-12-13-15-16-19-23 


KANSAS— 


TOPEKA—Shawnee Count 
KANSAS NEUROLOGICAL INSTITUTE Est 1959—3107 W 2I'st St—Tel Fi 4-8531—Clement C 
Vickery MD, Adm 


LOUISIANA— 


CHALMETTE—St. Bernard Parish 
ST. BERNARD GENERAL HOSPITAL, INC. Est 1960—211! Jackson Blvd—Tel ED 1-0436— 
Gerald Bertucci, seo ene ie 15-16-19-25 (Data for 210 days) 
COTTON VALLEY—Webster Paris’ 
COTTON VALLEY CLINiIC—Tel ve 2-4257—R J Hadley MD, Adm—F-1-2-3-4-7-10-12-13-15-16- 
17-19-21-25 (Data for 30 days) 


MICHIGAN— 
LAPEER—Lapeer Cou 


LAPEER COUNTY GENERAL HOSPITAL Est 1954—1375 N Main St—Tel MO 4-851!—Coleman 
H Foote, Adm—F-|-2-4-6-7-15-16-17-19-21 


MISSISSIPPI— 
BAY ST. LOUIS—Hancock Count 


HANCOCK GENERAL HOSPITAL Est 1960—Tel HO 7-6585—Thomas O Logue Jr, Adm— 
F-1-2-3-4-7-9-10-13-15-16-17-19-21-23-25 


MISSOURI— 
FESTUS—Jefferson Cou 
JEFFERSON MEMORIAL. HOSPITAL Est 1956—R R I—Tel Yellowstone 7-467i—True Taylor, 
Adm—F-2-4-6-15-16-17- nd 
RICHMOND—Ray Count 
er Pw add MEMORIAL HOSPITAL Est 1956—Tel 1365—H L Kehr, Adm—F-|-2-3-4-7-10- 
15-16- 
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* indicates membership «in the American Hospital Association. 
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Admissions 


Bassinets 
Births 
Personnel 





MONTANA— 


EKALAKA—Carter Count 
DAHL MEMORIAL HOSPITAL Est 1957—Tel MA 8-311I—R E Musser MD, Adm—F-2-4-15-16 


NEW YORK— 


BEACON—Dutchess County 
CRAIG HOUSE Est 1915—Tel 1200—Jonathan Slocum MD, Phys in Chg—F-2-3-4-5-6-8-9- 


13-19-21 


OHIO— 


GENEVA—Ashtabula Count 
THE GENEVA MEMORIAL. HOSPITAL Est 1951—870 W Main St—E L Swanson, Adm— 


F-1-2-4-13-15-16-19-23-25 
OREGON— 


LEBANON—Linn Count ‘Y 
LEBANON COMMUNITY HOSPITAL—Tel Alpine 8-210I—Gene Kanagy, Adm—F-2-3-4-9-15- 


16-19-21 


SALEM—Marion and Polk Counties 
OREGON FAIRVIEW HOME, HOSPITAL UNIT—2250 Strong Rd SE—Tel EM 4-4466—J M 


Pomeroy MD, Supt 


TEXAS— 


CHANNELVIEW—Hoarris County 
TIDELANDS GENERAL HOSPITAL Est 1960—I5101 Highway 73—Tel Gi 2-151I—Donald 


G Allen, Adm—F-|-2-4-7-9-10-15-16-17-19-21 (Data for 20 days) 


WASHINGTON— 


BELLEVUE—King County 
OVERLAKE MEMORIAL HOSPITAL Est 1960—R N Rabideau, Adm—F-2-3-4-7-10-13-15-16-19- 


23-25-26 


Inpatient Care Institutions other than hospitals 


CALIFORNIA— 


NATIONAL CITY—San 
WILHEMINE HOME605 st Stn t—F G Lindemulder MD, Ptnr 


OAKLAND—Alameda Coun 
HIGH STREET CONVALESCENT HOSPITAL, INC. Est 1960—3145 High St—Tel Kellog 3-9970 


Shirley D McChesney, —_ Dir 


SALINAS—Monterey Coun 
IMMACULATE HEART NO: PITAL—Alameda and Acacia Sts—Tel HA 4-1878—Sister Thomas 


Ann, Adm—F-7-24 


SAN DIEGO—San Diego Coun 
FRASER HALL CONVALESCENT’ HOSPITAL—726 Torrence St—Tel CY 6-2175—Irene James, 


Mor 


SAN RAFAEL—Marin County 
CENTER MEDICAL HOSPITAL—40 Professional Center Parkway—Tel Glenwood 6-6056—J E 


Moore, Adm—F-2-4-19-2' 


SOUTH SAN piiianates Angeles County 
MONTEREY SANITARIUM Est 1941—1267 N San Gabriel Bivd—Tel Atlantic 0-3220—H 


James Gormly Jr, Adm—F-8-12 


COLORADO— 


GLENWOOD SPRINGS—Garfield Count 
MOUNTAIN VIEW NURSING HOME Ext 1956—Route |, Box 36—Rev Samuel Janzen, Adm 


CONNECTICUT— 


NORTH HAVEN—New Haven Count 
MONTOWESE CONVALESCENT HOSPITAL—163 Quinnipac Ave—Vincent Botarelli, Adm 


FLORIDA— 


HIALEAH—Dade Cou 
HIALEAH CONVALESCENT HOME—I95 W 27th St—Tel TU 8-6332—Margaret Kaplan, Adm 


NEW YORK— 


SPRINGVILLE—Erie County 
GROTE NURSING HOME—i68 W Main—Mildred Grote RN, Mgr and Owner 


OREGON— 


SALEM—Marion and Polk Counties 
OREGON FAIRVIEW HOME Est 1908—2250 Strong Rd SE—Tel EM 4-4466—J M Pomeroy MD, 


Supt—F-|-2-4-6-7-9-1 |-15-16-17-18-19-21 


TEXAS— 


CORPUS CHRISTI—Nueces Count 
DENTAL HOSPITAL—5I5 Elizabeth St—Tel TU 2-5476—J W Bailey DDS, Adm 


WASHINGTON— 


SNOHOMISH—Snohomish 
CLARA GREENE MENZORIAL " LANATORIUM Est 1954—Rt 2—Tel Logan 8-522i|—Phillip R 


Roth, Adm e 


52 


32 
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YOUR PRESIDENT REPORTS 





e , 


Frank $. Groner, president 
Americon Hospital Association 


A Visit with the Council Chairmen 


se IT IS impossible for all of 
our members to meet all of 
our council chairmen, I conferred 
with them recently to tell you 
something of their work and their 
views on it. 

George E. Cartmill, chairman of 
the Council on Administrative 
Practice, had this to say: “I think 
the single most stimulating feature 
of my council’s make-up is the 
geographical breadth represented 
by its membership. The Associa- 
tion, and therefore its member hos- 
pitals, are assured of thorough 
consideration and conservative ap- 
proach to any problems brought 
before the council. For example, 
when labor organization in the 
field is discussed, there are council 
members who see not much wrong 
with complete organization as op- 
posed to other members who can- 


not conceive of operating a hospi-. 


tal under union contract.” 

Mr. Cartmill is director of Har- 
per Hospital in Detroit. The coun- 
cil for which he is responsible is 
primarily concerned with upgrad- 
ing and standardizing internal ad- 
ministrative practices in hospitals. 

John A. Dare, chairman of the 
Council on Association Services, 
citing the American Hospital As- 
sociation motto, “Better Hospital 
Care for All the People,” said that 
its realization depends on the co- 
ordinated efforts of the entire hos- 
pital field. 

“Our council,’ he pointed out, 
“is working with state, metropoli- 
tan, and regional hospital associa- 
tions toward the general objective, 
that associations at all levels will 
work as one cohesive force in the 
interest of hospitals, particularly 
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on programs of national impact.” 
Mr. Dare is administrator of Vir- 
ginia Mason Hospital in Seattle. 


‘De OBJECTIVE of the Council on 
Blue Cross, Financing and Prepay- 
ment is to fulfill the Association’s 
part in the reorganization of Blue 
Cross. It is chaired by J. Milo An- 
derson, executive vice president 
of Presbyterian Medical Center, 
San Francisco. He spoke of the 
“healthy” competitive spirit among 
the councils. 

“Since more projects are rec- 
ommended and accepted each year 
than the Association has resources 
to activate, each chairman strives 
to have high priorities placed on 
the projects of his council. This 
creates a high and healthy spirit 
of competition between councils at 
the meetings of the coordinating 
council. The chairmen must report 
back to council members the ac- 
tions taken by the coordinating 
council and Board of Trustees, and 
council members quiz the chair- 
man quite freely if certain of their 
projects are not given the signifi- 
cance they believe they have mer- 
ited.” 

Dr. Robin C. Buerki, M.D., chair- 
man of the Council on Government 
Relations and executive director 
of Henry Ford Hospital, Detroit, 
summed up the council’s work this 
way: “There was a day when the 
whole impact of illness rested en- 
tirely in the doctor-patient rela- 
tionship. But the impact on our 
society of modern scientific medi- 
cal practices has involved our na- 
tion’s resources. Mobilization of 
facilities, monies and men to pro- 


voke further scientific advances 
has led the federal government to 
ask ‘what is our part’ in the over- 
all effort. In the controversial is- 
sues which arise, hospitals natu- 
rally have a vested interest. It is 
the task of the Council on Govern- 
ment Relations to both learn from 
and to guide these American des- 
tinies.” 

Stating that American medicine 
is not only a national subject but 
an international one as well, Dr. 
Buerki added that some hospital 
responsibilities extend into areas 
of major diplomatic importance. 

The role of the Council on Hos- 
pital Auxiliaries is to help imple- 
ment the AHA’s program relating 
to organized volunteer activities in 
hospitals says Mrs. Harry Milton, 
chairman and member of the Jew- 
ish Hospital of St. Louis Auxiliary. 

“Personally,” Mrs. Milton said, 
“T have learned how closely the 
program for hospital auxiliaries is 
bound to the entire Association 
program. It is ‘of one piece’ with 
the over-all aims of the Associa- 
tion, and this fundamental attitude 
dignifies and strengthens every 
member auxiliary.” 

T. Stewart Hamilton, M.D., ex- 
ecutive director, Hartford (Conn.) 
Hospital, reflected on his experi- 
ences as chairman of the Council 
on Professional Practice: “I sup- 
pose the most frequent sensation 
of the COPP chairman is one 
of incredulity when he faces a 
45-item agenda for a _ two-day 
meeting. Invariably progress is 
slow at the start. He worries. Then 
the pace picks up until just as he 
notes that the council is almost on 

(Continued on page 99) 
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[Advertisement] 


Can you afford 


to give away 


As hospital costs mount, it is becoming increas- 
ingly evident that the beneficiaries of hospital 
services—the patients—must assume their fair 
share of the costs incurred. For this to occur, the 
hospitals must be able to account scrupulously, 
either to the patients or to the various prepaid 
hospital plans, for all services and medication. 


Old-style injections too complicated 


Because accounting and billing for medication 
withdrawn from multidose vials has been so diffi- 
cult and time consuming, many hospitals have 
virtually been forced to write off the cost of 
common injectables or, at best, to estimate them. 
Yet it is clear that few hospitals can afford to give 
away medication or to rely on estimates, which 
are often unacceptable by the prepaid plans. 


TUBEX lets you charge fairly 


The TuBEx system provides individual, unitized 
doses of medication in tamper-proof cartridge 
form. It’s an easy matter to keep track of medica- 
tion dispensed and administered. You know just 
what each patient received, and precisely how 
much, And you can charge accordingly, with 
unassailable fairness. 


medication ? 


The need to charge accurately and as completely 
as possible is being met by the TuBEX system in 
more and more hospitals across the nation. Typical 
of the accolades the system has won is the follow- 
ing, excerpted from The Bulletin of the Parenteral 
Drug Association: 


The charge made to the patient should include all 
services rendered. When most of these services are 
built into the product by the supplier—guaranteed 
identified contents and dosage, guaranteed sterility, 
plus simplified record keeping and control—and in- 
cluded in a single purchase price paid to the supplier, 
there is no problem in justifying the charge to the 
patient. It is a charge that can easily be backed up by 
records, and it does not strain the credulity of any 
investigator.—Crohn, L.B.: The Bulletin of the Paren- 
teral Drug Association, p. 23, March-April, 1960. 


If you want to learn more 


Your Wyeth Territory Manager will be glad to 
give you all the details about the TuBex system. 
Or, write to Wyeth Laboratories, P.O. Box 8299, 
Philadelphia 1, Pa. 


TUBEX® Closed Injection System, Wyeth 
TuBEx®, Hypodermic Syringe, Wyeth 
TuBEx®, Sterile Cartridge-Needle Unit, Wyeth 
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Mafessional fractice 


+ aps PRACTICE of medical audit- 
ing has gained satisfactory ac- 
ceptance in many hospitals, but 
one of the unsolved problems is 
to devise a method of record se- 
lection which avoids overworking 
volunteer medical assessors. Ran- 
dom sampling, analysis by diag- 
nosis and other means are used 
to produce a study of a cross-sec- 
tion of the work of the hospital.} 
None of the methods is completely 
satisfactory. Indeed, one of the 
problems facing medical record 
departments is the accumulation 
of records awaiting the attention 
of the medical auditors. 

In addition to the compilation 
of the patient index, the medical 
record department must prepare 
three other indexes—diseases, op- 
erations and physicians. These in- 
dexes involve considerable work, 
which is not always justified by 
the amount they are used. 

A system developed to reduce 
these problems, known as “Auto- 
matic Indexes for Medical Evalua- 
tion” (A.I.M.E.), was devised with 
three principal objectives in mind: 

1. Simultaneous production of 
disease, operation and physician 
indexes. 

2. Extension of the use of these 
indexes for the study of medical 
utilization of hospital facilities. 

3. Use of these indexes in the 
performance of continuous medi- 
cal audit. 

The accounting machine used in 
this system adds and subtracts and 


Irial Gogan, M.D., is medical director, 
Holy Cross Hospital, Calgary, Alberta, 
Canada. 
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THE MEDICAL RECORD librarian, using the accounting machine, transfers 
the information from the summary sheet to the index card. The visible 
file containing the cards of the three indexes is shown to the right. 


AUTOMATIC INDEXES FOR 
MEDICAL EVALUATION 


by IRIAL GOGAN, M.D. 





The author describes a simplified 
method of record selection which re- 
duces the backlog of records awaiting 
medical audit, avoids overworking of 
volunteer medical assessors and per- 
mits continuous medical audit by the 
medical staff of the hospital. 





gives totals and subtotals under 
different columnar classifications. 
This is done through the use of 
counters or accumulators built into 
the machine. By using the add 
mechanism when preparing the 


first card, the coded figures are 
placed in the counters. The sub- 
total control is then used to re- 
peat the same information on all 
subsequent cards with the excep- 
tion of the last card. The total 
control then imprints the informa- 
tion on the last card and returns 
the counters to zero in readiness 
for the next series of cards. 

The time required to put the 
original codes in the machine will 
depend entirely upon the skill and 
ability of the operator. Repeating 
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the information on each additional 


card requires 14 seconds. 
Principally, two special 


were designed. The first is a sum- 
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mary sheet (sample at left) which 
contains, in numerical order, the 
various items for coding. These 
items are as follows: (1) Items 1 
to 4 are the principal diagnoses 
coded in accordance with the In- 
ternational Classification of Dis- 
eases (ICD)?; (2) Items 5 to 7 
inclusive are operations coded in 
accordance with the U.S. Public 
Health Service modification of 
the ICD for operations and treat- 
ments?; (3) Items 8 to 10 inclu- 
sive are the codings for the 
physicians responsible for the par- 
ticular case, and (4) Items 11 to 19 
contain other patient data codes. 

Three indexes—diseases, opera- 
tions and physicians—are main- 
tained on identical cards. The 
cards are color coded so that a 
visual separation of the three in- 
dexes is possible (sample below). 

It will be noted that the utili- 
zation of the hospital, in terms 
of laboratory units, numbers of 
electrocardiographs, value of drugs 


prescribed and length of stay, will 
give definite clues which can be 
analyzed. Other patient and iden- 
tification data are also recorded 
for research and statistical pur- 
poses. Tissue codings and discharge 
condition are valuable checks on 
physician performance and are 
available. 


CODING PROCEDURE 


On the discharge of a patient, 
the medical record is examined for 
completeness. A separate discharge 
note, completed by the pharmacy, 
shows the dollar amount of drugs 
used. In Holy Cross Hospital, we 
have not thought it necessary to 
include charges for normal drugs 
supplied from floor stock. Thus the 
dollar value in the system is not a 
true figure of the total cost of 
drugs supplied, but is intended as 
an indicator. This procedure may 
have to be modified in the future. 
The medical record librarian then 
proceeds to code diseases, opera- 


(LEFT) This special summary sheet permits recording all information needed for the A.1.M.E. 
system in one place. (BELOW) Identical cards except for color constitute the three indexes. 
The information condensed in the single line is that Case. No. 61-21, 333 was born in 1894 
and is a male; had 22 days in hospital; was an emergency admission; had recovered on 
discharge; was on the surgical service; had fairly expensive medication, had two ECGs, five 
x-rays, and extensive laboratory investigation. He was the patient of John Doe, M.D., under- 
went a necessary appendectomy for appendicitis complicated by congestive heart disease. 
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How many of these prestige-building radiation te 


X-RAY IMAGE-I 


brighter, more effective fluoroscopy 
done in a normally-lit room, with less 
radiation to patient and staff. 


NUCLEAR MEDICINE 


reliable body function-testing, eg., thy- 
roid, liver, kidney accurate blood, 
plasma, red cell volume measurement. 


IFICATION 


| 
| 
| 


— he 


COBALT®° AND CESIUM’ THERAPY | 


better depth-dosage, less skin and 
bone damage, less radiation sickness, 
in radiation treatment of cancer. 


! 


i 
| 


are benefiting yOUr hospital’s patients 


7 


remote viewing of fluoroscopic proce- 
dures provides better teaching, op- 
portunity for wider consultation. 


EXPLOSION-SAFE O.R. X-RAY 


protection for patient and O.R. team 
against hazard of explosive anesthetic 
gases in the Operating Room. 


employment of radioactive tracers 
looking to development of new clinical 
technics, drug improvement, better 
understanding of metabolic processes. 


| 
l 
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CINERADIOGRAPHY 
x-ray “movies” capture physiological 


dynamics of internal organs-in-motior 
for better diagnosis. 


CARDIAC RADIOLOGY 
Pictures progress of cardiac catheteri- 


zation for better diagnosis and forecast 
in open-heart surgery. 
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“PIX’’ X-RAY DEVELOPMENT 


yields preferred-quality radiographs 
with 25% less radiation to patient. 


The hospital that offers attending doctors and patients 
the benefits of these advanced radiation modalities earns—and profits 
hby—the high professional standing and community regard it enjoys. 


Is your hospital in step with the remarkable progress 


being made in this exciting new field? 


A talk with your local Picker representative may well be rewarding. 
PICKER X-RAY CORPORATION, 25 SOUTH BROADWAY, WHITE PLAINS, N. Y. 


if it has to do with RADIATION [it has to do with 
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Complications: 
(1) No complications 
(2) Complications present 


Tissue: 
(1) Abnormal Tissue 


(3) Normal tissue 
(4) No tissue 





Discharge: 
(1) Recovered 
(2) Improved 
(3) Unimproved 
(4) Not treated 
(5) Died 


} 
| 
| 


| 
' 


| 


(2) Equivocal tissue (en passant) 


Service: 


(1) Obstetrics 
(2) Gynecology 
(3) Surgery 

(4) Medicine 
(5) Pediatrics 
(6) Newborn 


Admission: 


(1) Emergency 
(2) Urgent 
(3) Elective 


Sex: 


(1) Male 
(2) Female 











THIS CODE permits those familiar with it to gain rather complete information about a given 
case by interpreting the symbols appearing on the three index cards. 


tions and physicians, 

Other items are coded in ac- 
cordance with the codes shown in 
the table above. 

Before the system could be suc- 
cessfully introduced, it was neces- 
sary to have the cooperation of a 
number of other departments of 
the hospital, particularly the lab- 
oratory, the radiology department 
and the pharmacy. The director 
of laboratories agreed to code tis- 
sues on the pathological report, in 
accordance with the Tissue Code 
shown in Figure 3 (lines 5, 6, 7). 
This Tissue Code is enscribed, in 
conjunction with the appropriate 
operation code. The director of 
laboratories agreed, in addition, to 
enter unit values on laboratory 
reports for all procedures under 
the control of the physician. It was 
considered unnecessary to code the 
laboratory units expended on his- 
tology, which is mandatory in this 
hospital for all tissues removed at 
operation, or on bacteriology, be- 
cause the number of units per- 
formed in bacteriology are under 
the control of the director of lab- 
oratories. The chief of radiology 
agreed to enter the number of 
films utilized on each radiologi- 
cal report. The pharmacist agreed 
to provide the dollar figure pre- 
viously mentioned. To determine 
the use of electrocardiographs is a 
simple matter, for the medical rec- 
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ord librarian merely counts the 
number attached to the patient 
record. Items 13 and 14 (Blood 
Transfusion) are not presently in 
use. 

It was decided to adopt the In- 
ternational Classification of Dis- 
eases? rather than the Standard 
Nomenclature of Diseases and Op- 
erations, which had a number of 
disadvantages from the point of 
view of this system. This system 
of classification, both of diseases 
and operations, was prepared by 
the U.S. Department of Health, 
Education, and Welfare, and it 
is used by Professional Activity 
Study group located in Ann Arbor, 
Mich.3 It has an advantage over 
the Standard Nomenclature be- 
cause it is not so detailed. 

In this classification, diseases 
are grouped according to the prob- 
lems they present. For example, 
the major infective and parasitic 
diseases are listed in one section, 
and all malignant neoplasms are 
brought together in another sec- 
tion. A specific disease entity is 
given a separate title or a code 
number in the classification only 
if separation is warranted because 
of the frequency of its occurrence, 
or if its importance as a morbid 
condition justifies a separate cate- 
gory. This results in a relatively 
simple numerical code. Three dig- 
its cover the major categories or 


titles, with four-digit subdivisions 
in many instances to permit classi- 
fication of greater detail, if de- 
sired. 

This grouping was recommended 
for indexing diagnoses in hospitals 
because requests for study mate- 
rial in hospitals so often followed 
the same pattern. The simplicity 
of the code scheme reduces the 
coding problems of the medical 
record librarian and is_ ideally 
suited for mechanical tabulation. 

In practice, the various data 
are coded on the summary sheet, 
and then taken to the machine 
operator, who initiates the first 
diagnostic code card. Secondary 
diagnoses are then automatically 
tabulated by machine on their ap- 
propriate cards. The operator then 
selects the appropriate operation 
index card and repeats by machine 
the same numerical data on the 
card. Thus the operative index is 
prepared. The appropriate physi- 
cian index card is then selected 
and the same procedure followed. 
This originates the physician in- 
dex. 

Our practice is to record primary 
diagnosis on the face of the card 
and any subsequent diagnosis on 
the back of the card. The cards 
are identical in size and design, 
but are differentiated by color: 
(1) disease—white; (2) operation 
—buff, and (3) physician—green. 

The three indexes are kept in 
a tub file so that the cards are 
quickly available for assessing any 
of the diagnoses, operations per- 
formed or physician utilization. 
The total number of cards involved 


does not exceed 2000. 


SUMMARY 


This system of using an account- 
ing machine for the preparation 
of diseases, operations and physi- 
cian indexes has been extended to 
include various data for the analy- 
sis of hospital utilization. It repre- 
sents a system which may be of 
considerable value to the individ- 
ual hospital in medical auditing, 
research or education. s 
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TO THE THIRD STAGE OF ANESTHESIA AND BACK- 
EVENLY... RAPIDLY... UNEVENTFULLY 


~ SURITAL scdtin 


VLTRASHORT-ACTING INTRAVENOUS anestHETIC From smooth induction to prompt re- 
~ dovery, SURITAL sodium (thiamylal sodium, Parke-Davis) provides specific 
advantages both for surgical team and patient. Adaptable to most operative 
and manipulative procedures, it assures a uniformly sustained plane of anes- 
thesia, plus low incidence of Jaryngospasm and bronchospasm with minimal 
respiratory depression. And because SURITAL sodium rarely produces nausea 
. or vomiting, it contributes significantly to greater patient comfort. See medical 
brochure for details of administration and dosage, sere 
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LOCATING, 
DEVELOPING AND EVALUATING 


SOURCES OF SUPPLY 


eect A source of supply is 
often time-consuming and 
sometimes frustrating—particular- 
ly if it is for a hard-to-get item. For 
these reasons, a good purchasing 
library is, initially, a necessity. The 
typical library should include suf- 
ficient source information to allow 
the purchasing agent to locate a 
source of supply for 99 per cent of 
all the items that he purchases. 
Accumulating a great number of 
catalogues, as well as files of in- 
formation, does not necessarily 
make a good purchasing library. 
The purchasing agent should be 
able to find quickly any item in 
these materials. If he can, it will 
be a much appreciated time-saver. 


CATALOGUE AND COMMODITY FILES 
A hospital catalogue file should 


contain: 

1. All of the current catalogues 
from all distributors who can sup- 
ply products for the hospital. 

2. Current catalogues from all 
manufacturers supporting these 
distributors. 

3. Current hospital trade direc- 
tories. 

4. A current general trade direc- 
tory. 

To ensure a complete catalogue 
file, the purchasing agent should 
have catalogues listing products for 
every department in the hospital, 
and more specifically those depart- 
ments that come under his pur- 
chasing responsibility. As a further 
check on the completeness of the 
catalogue file, catalogues can be 
compared against the sources listed 


Harlan F. Borin is vice president, Hos- 
pital Supply Division, American Hospital 
Supply Corporation. 

his paper is based on a presentation to 
an American Hospital Association Institute 
on Hospital Purchasing, Nov. 7, 1960. 
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The hospital dollar will go further 
if the purchasing agent masters thor- 
oughly the art of locating, evaluating 
and developing sources of supply, the 
author states. He describes how a hos- 
pital buyer can build a catalogue and 
commodity file to accelerate locating 
sources of supply for unusual or little- 


used items. 





in a hospital trade directory. Al- 
though certain catalogues may not 
be used very often, they will save 
many hours of hunting—if the file 
is complete. 
Information on 
catalogues—and there are many— 
usually comes in the form of new 
product literature, bulletins and 
the like. This information, filed 
alphabetically by supplier in a file 
cabinet, makes up the commodity 


items not in 


file—the second part of the pur- 
chasing library. Because most of 
the information on new products 
comes in this way, this file is quite 
important. Too, since nearly all 
catalogues are published every two 
to five years, suppliers use litera- 
ture and bulletins between pub- 
lishing dates to furnish information 
about their new items. 


CROSS-REFERENCE INDEX 

The key to the purchasing li- 
brary is the cross-reference index, 
for it means the success or failure 
of the library. In making up an 
index for our firm, we divided the 
hospital supply line into 85 com- 
modities. Using 5x7 cards, we set 
up 85 headings, one for each com- 
modity. Under each heading were 
listed the names of the suppliers. 
After each name was listed the 
symbol “C” if the item is in the 
catalogue file, and the symbol 
“NC” if it is not in the catalogue 


file, but in the commodity file. 
Some suppliers are listed under 
both symbols. 

It is quite simple to work with 
this library. A source for nearly 
any product can be found by going 
to the cross-reference index and 
from there to either the noncata- 
logued commodity file or the cata- 
logue file. The commodity file can 
be kept curent by one person 
spending one or two hours on it 
each week. It is very important 
that this file be maintained or it 
will be of very little value. 

Encourage salesmen to send in 
literature on all new products and 
any new catalogue information 
they may have, If the commodity 
file is kept current, the purchasing 
agent should be able to find 99 per 
cent of the items he is seeking in 
it. He may also want to add a 
“trades” section to the index and 
to the catalogue and commodity 
files. This could include the vari- 
Ous services used regularly, such as 
plumbing, electrical, painting, etc. 
One really annoying problem may 
be encountered with the purchas- 
ing library: how to keep people 
from borrowing literature from the 
files and then forgetting to return 
it. 


OTHER SOURCES OF SUPPLY 


What about the one per cent of 
the items that the purchasing agent 
will not be able to find in his pur- 
chasing library? This situation can 
be met by contacting possible sup- 
pliers. They often can refer the 
buyer to other suppliers. Keep fol- 
lowing this line of inquiry until 
the answer comes up or a dead end 
is reached. Although this method 
of finding a source of supply is a 
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tedious one, it is fairly effective in 
those infrequent instances when it 
is not possible to get the informa- 
tion from the library. 

Sometimes an item is not avail- 
able because the end-use or tech- 
nique is new..In such cases, go to 
research groups for help. There 
are several research organizations 
interested in doing development 
work in the hospital and medical 
fields, and the buyer should be fa- 
miliar with these people and con- 
tact them when they may be able 
to help him solve his problem. 

Personal acquaintance is also a 
very potent way to find sources of 
supply. The purchasing agent 
should become acquainted with as 
many people who supply products 
to the hospital as possible, and 
should feel free to call on them for 
advice and help. 

Evaluating and developing 
sources of supply, the heart of ef- 
fective purchasing, is a never end- 
ing task. 

To do an effective job in evaluat- 
ing and developing a source, the 
buyer must be certain what he 
wants the source to do for him. To 
be specific, if he is seeking a source 
of supply for a product, he should 
know the quantity which he antici- 
pates ordering, and—most impor- 
tant—the quality of the product. 
Next, he should determine the de- 
livery schedule he will need and 
the service he will want. These are 
the criteria on which he should 
base his evaluation of a source as 
well as the basic requirements 
which the seller must meet in sup- 
plying the product. 

Quantity is easily determined, 
and delivery and service require- 
ments are not difficult to establish. 
On these three items, it is simply a 
matter of comparing one supplier 
with another. 


FIVE TESTS OF QUALITY 


Quality and its many ramifica- 
tions constitute the most critical 
area in evaluation and develop- 
ment of good sources of supply. 
The hospital purchasing agent must 
know whether any given item will 
pass these five tests: (1) end-use 
performance; (2) end-use Jon- 
gevity; (3) end-use patient com- 
fort; (4) end-use patient safety, 
and (5) end-use employee safety. 
Quality considerations are more 
critical in hospitals than in other 
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fields of purchasing because peo- 
ple’s lives are at stake. Fortunately, 
the answers to these tests are, for 
the most part, obtainable right in 
the hospital. 

By “organized experience,” or 
in-use testing, and maintaining ac- 
curate in-use records, the purchas- 
ing agent can build up a history of 
the quality of products which have 
been selected for use in the hospital 
from various sources of supply. 
Such an instrument will help de- 
termine quality requirements and 
will aid the purchasing agent in 
determining what he wants and 
who can best supply it. 


THREE CATEGORIES OF PURCHASES 


Dividing all purchases into three 
categories may seem an insur- 
mountable task, considering the 
thousands of items bought every 
year. Take the leading items— 
those representing the big dollar 
outlay each year in your hospital 
—and divide these purchases into 
three groups. The first group will 
be items with many variables in 
quality, such as patient gowns or 
hospital linens. The second group 
wili be all items that directly af- 
fect the safety and comfort of the 
patient, or the safety of the em- 
ployee. In the third group, gather 
all items with very few variables, 
such as glass hypodermic syringes. 

First consider the items with a 
great many variables, such as pa- 
tient gowns, for example. Patient 
gowns can be bought that vary in 
length, width, type of stitching, 
type of tapes, type of cloth and 
type of cloth finish. Also they may 
vary in price as much as 50 per 
cent. Which gown should the pur- 
chasing agent buy? There are many 
factors to consider, but the gown 
must do three things: (1) give the 
greatest number of uses; (2) re- 
quire the least amount of repair, 
and (3) allow the best in patient 
comfort. Patient comfort will de- 
termine size. The amount of repair 
and the number of uses will de- 
termine all other factors. Actual 
organized experience will allow 
making these determinations. A 
buyer may pay several dollars per 
dozen more for the gown he finally 
decides to buy—that is, several 
dollars more in original cost. How- 
ever, the cost-per-use may be the 
lowest; therefore, he is really pay- 
ing the lowest price. 


I should like to make some ob- 
servations. First, every time a hos- 
pital changes the quality or speci- 
fications of linens, the linens 
should undergo an organized ex- 
perience or in-use test to assure 
getting the most for the money. 
Second, the “or equal’ statement 
made by those who wish to supply 
something equal to the specifica- 
tions demanded should always be 
questioned. Adherence to an in-use 
test program will make the pur- 
chasing dollar go much further on 
products with many variables. 

One caution: once specifications 
are established on any items 
through in-use methods, these 
specifications should not be made 
static. Tomorrow, someone will 
come along with a better product. 

Again, because hospital buyers 
purchase products for use on peo- 
ple whose lives may be at stake, 
which is the second category, it is 
their duty to be hypercritical and 
exacting. This is imperative, espe- 
cially when buying products di- 
rectly affecting the welfare of pa- 
tients or personnel. In my opinion, 
the buyer never should compare 
price unless he knows that the 
quality of both products is identi- 
cal. Quality is the important factor 
and not price. 

A purchasing agent must depend 
on integrity and dependability of 
the manufacturer because he can- 
not check each item to determine 
whether it meets specifications. 

The third category of products 
contains items fairly standard in 
quality, and having few variables 
to contend with, so purchasing 
glass hypodermic syringes, for ex- 
ample, is slightly easier. From past 
experience, the purchasing agent 
knows that certain brand items 
will give certain results. However, 
here again, the buyer shouldn’t 
crystallize his thinking. Tomorrow 
there may be a better one because 
it may do a better job for him. 

To do an effective job in locating, 
evaluating and developing a source 
of supply, the buyer must set down 
the basic requirements of the 
product. These guidelines will aid 
him in determining what he wants 
as well as who can best supply it. 
Finally, when he evaluates a num- 
ber of like products to determine 
which best serves his purposes, he 
is at the same time evaluating their 
sources of supply. ad 
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WHICH ONE FOR 
YOUR OWN FAMILY? 


When you fill a prescription for your wife or your 
child, do you really feel that any of the generic 
products will do—that any brand is reliable—or 
is there one particular brand you would prefer? 
@ Don’t you find yourself choosing a specific 
“brand name” because you feel there is some- 
thing more behind the label statement — more 
care in selecting raw materials, intricate com- 
pounding, and exhaustive testing; and more 
knowledge of product problems and needs 
through continuing research? These are the 
intangibles which suddenly become very real 
when the patient is someone near and dear. 
m@ You may not be able to measure all intangi- 
bles which add up to Lederle Quality, but 
they provide the true basis of physician confi- 
dence and trust—seen in the continuing pro- 
fessional choice of a Lederle brand. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York a> 
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eguiment and sufjhly review 





New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 











Debridement tray (15F-1) 

Manufacturer's description: This portable 
stainless steel debridement tray, 
for the cleansing and treatment of 
arm and leg wounds, features a re- 
movable stainless steel, rigid wire 
top, which is held in a closed posi- 
tion by a spring catch. The tray 
measures 16% by 934 by 2% in. and 
contains a tubing outlet which per- 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Chicago 11, Illinois. 





mits continuous solution drainage. 
Edward Weck & Co., Dept. H15, 
Brooklyn, N.Y. 


Patient scale (15F-2) 
Manufacturer's description: The scale 


platform measures 74 x 24 in. The 
double faced dials and graduated 
figures register every 50 grams to 


50 kilos. For mobility, the scale is 
equipped with nickel-plated han- 
dles on either end and four rubber 
swivel wheels, each with foot oper- 
ated lock. The stainless steel beams 
face outward for ease of adjust- 





PRODUCT NEWS 


__Debridement tray (15F-1) 
—___Patient scale (15F-2) 

.__Food pump (15F-3) 

___Nebulizer (15F-4) 

Portion cups (15F-5) 

__.Two-way telephone system (15F-6) 


PRODUCT LITERATURE 


____Sterilizer control service (15FL-1) 
__Packaged cuisine (15FL-2) 
___.___.Vertical conveyors (15FL-3) 
__Sterile suture strip pack (1 5FL-4) 
__Hospital products (1 5FL-5) 


NAME and TITLE. 


HOSPITAL__ 


ADDRESS 


Night light (15F-7) 

Plastic liners (15F-8) 

Emergency ice pack (15F-9) 

Blood identification (15F-10) 
Portable electrocardiograph (15F-11) 
Circumcision belli (1 5F-12) 


__Measuring instruments (1 5FL-6) 
_Air distribution (15FL-7) 
Science information (15FL-8) 
Lighting catalogue and kit (1 5FL-9) 
Housekeeping (15FL-10) 





(Please type or print 
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ment and the platform, beam box 
and dial head are enclosed and 
finished in white enamel. Detecto 
Scales, Inc., Dept. H15, 540 Park 
Ave., Brooklyn 5, N.Y. 


Food pump (15F-3) 
Manufacturer's description: For hospital 


and clinical patient-feeding, this 
food pump provides a controlled 
method of alimentary ingestion of 
natural foods in patients unable to 
accept whole foods by the normal 
digestive process. The pump per- 
mits an adjustable controlled ad- 
ministration of liquefied natural 
foods through a 2.5 mm. caliber 
plastic intubation tube at a con- 
stant regulated rate of delivery 
while the patient is allowed to sit 
up, lie down or turn on either side. 


Also, the pump provides a means 
by which gastric juice, bile, pan- 
creatic and other upper gastroin- 
testinal fluids can be returned to 
the body. Oro Mfg. Co., Dept. H15, 
1425 Michigan Ave., Adrian, Mich. 


Nebulizer (15F-4) 
Manufacturer's description: This nebu- 


lizer provides a heating unit which 
can be detached from the plastic 
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TH I! 


You get 


7 Benefits 
from the 


Airkem 


Program 
for 


Environmental 
Health! 


. Promotes a patient’s speedy recovery. 

. Removes mental burden on patient suffering 
from odorous disease. 

. Reduces incidence of cross-infection. 

. Improves worker morale and efficiency. 

. Helps hold and keep trained personnel. 

. Reduces work-load on maintenance staff. 

. Creates more favorable impression on visi- 
tors, enhances reputation in the community, 
improves public relations, increases hospital 
prestige. 

No mystery about the Airkem program. 
It goes to the heart of the problem — it 
cleans all surfaces, it kills microorganisms, 
it kills insects, it kills odors by counter- 
acting them and it creates a unique air- 
freshened effect. It is the only complete 
program of daily sanitation maintenance. 
No other program is “like it.” 
Procedures are simple, easy to establish. 
Just use the indicated Airkem products, 
in the proper way, in their proper places 
in the hospital. Result: a clean, odorless, 
agreeable and healthful environment 
throughout the building. Airkem matches 
a treatment to each air-space, each odor 
problem, each cleaning and sanitation 
task, Inquire! 


See opposite column for 
one specific Airkem benefit 


AIRKEM 

For a Healthier 

Environment through 
ASA §~Modern Chemistry 


AUGUST |, 1961, VOL. 35, PART | 





reservoir and does not come into 
contact with the aerosol solution. 
The plastic reservoir 
cleaned separately without damage 


to the electrical heating unit. Mist | 


O2 Gen Equip. Co., Dept. H15, 2711 
Adeline St., Oakland 7, Calif. 


Portion cups (15F-5) 


Manufacturer's description: These dispos- 
able cups, made from aluminum 
foil laminated to treated paper, 


were introduced for the purpose of 
containing liquids. Such items as 
melted butter, oily salad dressings, 
ice cream and hot and cold vege- 
tables also can be easily contained 
in these cups. Herz Mfg. Div., 


American Seal-Kap Corp., Dept. | 


H15, 840 E. 134th St., Bronx 54, 
N.Y. 


Two-way telephone system (15F-6) 
Manufacturer's description: By amplify- 
ing two-way telephone conversa- 
tions through a loud-speaker, this 
electronic device enables a person 


to have both hands free while tele- 
phoning. The compact, self-con- 


can be 





tained unit is fully transistorized | 


and operates for more than a year 


on a small battery. It requires no | 
wires or connections, turns on au- | 
tomatically when the telephone | 
handset is placed on it and features | 
adjustable volume control. Varicon | 
Corp., Dept. H15, 1415 3rd Ave., | 


Seattle, Wash. 


Night light (15F-7) 

Manvfacturer’s description: For use in 
hallways, corridors, bedrooms, 
aisles or steps, this recessed fix- 


| 
| 


Hospitals 
are for 


Health! 


.».That’s the impression you 
can make on patients, visitors 
and the community. 


You can see it in their faces. You hear com- 
ments in corridors. People notice when you 
get rid of “that hospital smell”—and pro- 
vide instead an agreeable air-freshened 
effect. 

This is a pleasurable end-result of the 
Airkem program for a healthier environ- 
ment through modern chemistry. Of vastly 
deeper significance is the daily cleaning, 
the daily disinfection that are part of the 
job that the Airkem program does. 

Every function of the Airkem program 
contributes to basic environmental health 
—and the good name of your hospital. No 
other sanitation maintenance program can 
match it, no other accomplishes so much, 
so quickly. Its beneficial effects are felt at 
once, by patients, hospital personnel, visi- 
tors. Through word-of-mouth, they reach 
into the community itself. 

Put the Airkem program to work as a full- 
fledged member of your public relations 
staff. It can help you and your department 
heads, your trustees, your fund-raisers. It 
can help convince the public that hospitals 
are for health. 


arn. 
FREE! 
Handy pocket-size work- 
bottle for spot-cleaning 


of walls, floors, all surfaces. 
Mail this coupon today! ‘ 





‘a John Hulse, Airkem, Inc. Dept. H-8 


flataus 241 East 44th St., New York 17, N.Y. 


Send representative to make free survey 
of our maintenance practices, demon- 
strate Airkem program and deliver free 
PFSST bottle to 


Name. 





Title Hospital 





Address. 
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TODAY’S 
- HOSPITAL 





THE WET 


PICK-UP MACHINE 


TH 


F 


The new Rain- 
bow is the only cleaner 
that drowns dirt and dust in 
a water bath! This, and its pa- 
tented whirling separator, makes 
the Rainbow different from all 
cleaners in design, function, results. 
You can see dirt collected in Rain- 
bow’s clear plastic basin. With its 
water principle, constant suction 
is maintained—only fresh, puri- 
fied air is exhausted into the 
room. Write for descrip- 
tive literature. 


E- ONLY CLEANER THAT ELIMINATES Al 


ters Throw-away Bag 


f 


EXAIR, INC. 


DETROIT 26, M 


BUILDING - HIGAN 


| ture, wired for 120-volt service, 
employs a small fluorescent lamp 


| that will function for approxi- 
| mately 6000 hours. The night 
| light casts a moderate downward 
| glow, is cool to the touch and 
| weighs about 4 lbs. Day-Brite 
| Lighting, Inc., Dept. H15, 6260 N. 
| Broadway, St. Louis 15. 


Plastic liners (15F-8) 

Manufacturer's description: Designed to 
fit most sleeve and top-emptying 
waste receptacles, these gray and 
white plastic liners resist the cor- 


rosive effects of soap and acids and 
will not rust. The liners are avail- 
able in five standard sizes. Rubber- 
maid, Inc., Dept. H15, Wooster, 
Ohio. 





| Emergency ice pack (15F-9) 
| Manufacturer's description: For use in 
| emergencies, this plastic package 
| of chemicals becomes a cold pack 
| for first-aid treatment and provides 
20°F. temperature by simply ap- 
| plying pressure to the package. The 
| temperature can be maintained for 
| approximately 30 minutes. The 
| package is 6 by 9 in., produces a 
dry cold and is flexible so that it 





body. International Latex Corp., 
| Dept. H15, New York, N.Y. 


Blood identification (15F-10) 
Manufacturer's description: Indelible 


printing of the pack’s identification 
number at 3-in. intervals along the 
entire length of the donor tube of 
each blood pack makes possible a 
safety factor which aids in reduc- 
ing the hazards connected with 
blood transfusions. By dielectri- 
cally sealing between the numbers, 
a series of 11 pilot plastic tubes, 
linked together in a sausagelike 


Wi 


fashion, provide a sufficient quan- 
tity of air-free, sterile plasma and 
viable red cells to permit any 
grouping, typing and cross-match- 
ing required during the 21-day 
storage period. This procedure 
eliminates the need for entering 
the main pack to obtain blood for 
laboratory use, thus reducing the 
chances of contamination. Fenwal 
Laboratories Dept. H15, Morton 
Grove, Ill. 


Portable electrocardiograph 


(15F-11) 
Manufacturer's description: Providing 


automatic stabilization during lead 
switching, push-button control for 
recording, sensitivity adjustment 


for one-half normal amplitude, one 
millivolt standardization and chart 
speeds of 25 and 50 millimeters, 
this 17-lb. electrocardiograph, with 
proper auxiliary equipment, can be 
used as a recorder for other physi- 
ological parameters such as pulse, 
respiration and temperature. Com- 
pletely portable, the instrument can 
be used at the patient’s bedside or 
in everyday clinical work. Dallons 
Laboratories, Inc., Dept. H15, 5066 
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Santa Monica Blvd., Los Angeles 29, 


Circumcision bell (15F-12) 
Manufacturer's description: Available for 


delivery room circumcision, this 
bell is supplied in individual dis- 
posable gas sterilized packets and 
permits at-birth circumcision with- 
in approximately two to three min- 
utes. Each presterilized packet con- 
tains one bell, plus a linen suture. 
The bells come in three sizes: large 
(1.5 cm.); regular (1.3 ecm.) and 


small (1.1 cm.). Hollister Inc., 
Dept. H15, 833 N. Orleans St., Chi- 
cago 10. 





fnoduct literature 


SEE COUPON, PAGE 64 


Sterilizer control service (15FL-1)— 
This sterilizer control booklet out- 
lines the procedures for modifying 
autoclaves to add water automati- 
cally and also for holding water at 
operating level in the generator 
without affecting the pressure or 
temperature. Also included are 
complete installation instructions 
and specifications. The controls 
can be set and adapted to many 
electric stills for low water cut-offs 
where a magnetic contractor is 
used to supply electricity to heater 
coils. Striegler Sterilizer Service 
Co., Inc., Dept. H-15, P.O. Box 
12192, Houston 17, Texas. 


Packaged cuisine (15FL-2)—These 
20 prepared recipes, created to 
supplement complete menus, are 
available in both luncheon and 
a la carte portions and need only 
to be heated in boiling water and 
served. Some packages, containing 
just the entree, are heated in their 
own foil package either in the oven 
or on a steam table. Each of these 
: foods is packaged in uniform por- 
tions and is quick frozen for pro- 
tection. Armour & Co., Dept. H-15, 
401 N. Wabash Ave., Chicago 1. 


(15FL-3)— 
Equipped with pivoted carriers, the 
illustrated selective vertical con- 
veyors load on the upside and un- 
load automatically on the down- 
side, Loading can be either manual 
or automatic, and the destination 
can be selected by carrier or by 
push buttons. Five basic arrange- 
ments are available. Samuel Olson 
Mfg. Co., Inc., Dept. H-15, 2418 
Bloomingdale Ave., Chicago 47. 


Vertical conveyors 
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Sterile suture strip pack (15FL-4)— 
This booklet describes a double 
suture package which was designed 
to provide patient safety. The su- 
ture package is composed of a pro- 
tective plastic envelope that can 
be stripped off to expose a sterile 
sealed inner envelope containing 
the suture. Both envelopes are 
made from plastic and are hermet- 
ically sealed by heat. American 
Cyanamid Co., Dept. H-15, 1 Cas- 
per St., Danbury, Conn, 


Hospital products (15FL-5)—Giving 
specific details on solutions and 
blood sets, feeding and drainage 
tubes, pediatric products and cath- 
eters, disposable surgical scalpels, 
forceps and prep sets, this bro- 
chure places emphasis on safety 
features in regard to the disposa- 
bility of certain clinical items. Also 
described are individual patient 
safety items, including the neces- 
sary articles for particular clinical 
procedures, such as urethral cath- 
eterization, surgical prep and su- 
ture removal, plus packaging and 
sterilization facilities. The Steri- 
lon Corp., Dept. H-15, 500 North- 
land Ave., Buffalo, N.Y. 


(15FL-6)— 
Describing more than 250 instru- 
ments, including systems, radionu- 
clides and nuclear accessories, this 
96-page catalogue is devoted to de- 
scriptions of radioactive measur- 
ing products, Catalogues are avail- 
able to educators, physicians, 
and biochemical and industrial re- 
searchers. Nuclear-Chicago Corp., 
Dept. H-15, 359 E. Howard Ave., 
Des Plaines, Ill. 


Measuring instruments 


Air distribution (15FL-7)—Of in- 
terest to architects, engineers, con- 
tractors and users of engineered 
air distribution equipment, this 
eight-page condensed catalogue al- 
lows designers of air distribution 
systems to survey a range of equip- 
ment designs, sizes, finishes and 
applications. Included is informa- 
tion on extruded aluminum ceiling 
diffusers and modifications to line 
diffusers. Barber-Colman Co., Dept. 
H-15, 1300 Rock St., Rockford, Ill. 


Science information (15FL-8&)—This 
booklet presents a basic review 
and evaluation of disposable medi- 
cal supplies and related subjects. 
Studies described and outlined 
show that there are no universally 
recognized specifications for basic 
materials, no uniform standards 
and optimal controls for checking 
individual lots. Some of the ques- 
tions reviewed include: What tests 
should basic materials undergo? 
What should be the minimum 
standards for testing and control 
of fabricated supplies? How can 
original sterility and sterility-in- 
use best be assured? Opinions ex- 
pressed by surgeons, operating 
room supervisors, hospital phar- 
macists, purchasing agents and ad- 
ministrators are also given. Becton, 
Dickinson & Co., Dept. H-15, Ruth- 
erford, N.J. 


Lighting catalogue and kit (15FL-9) 
—This two-color, 38-page cata- 
logue of U/L approved control 
systems for hospitals and other in- 
stitutions, features a dimmer and 
lighting control system for areas 
where a dimmer system is required. 
The catalogue also covers auto- 
transformer dimmers, cold patch- 
ing systems, consoles, programers 
and complete product and system 
specifications. Kliegl Bros., Dept. 
H-15, W. 50th St., New York 19. 


Housekeeping (15FL-10)—Sug- 
gested employee relations and bet- 
ter housekeeping is the subject of 
this 10-page pamphlet, which gives 
guidance to hospitals on an all- 
employee drive for better house- 
keeping on the job. It also explains 
how to organize and conduct this 
campaign and includes samples of 
promotional items that may be 
used. Puritan Chemical Co., Dept. 
H-15, 916 Ashby St., Atlanta 18. 
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PART ONE OF A TWO-PART ARTICLE 


by OTTO VON MERING, Ph.D., and HARRY N. DORSEY 


‘| YO IMPOSE REGULARITY and order 


on the complex experiences we 
face, we have evolved certain sets 
of assumptions about the nature of 
the world we live in. The totality 
of our individual points of view, 
which we may call our “valuative 
faces of reality”, orient and shape 
the profile of our social existence. 
These faces of existence prevail at 
different levels of awareness, and 
they vary in the degree of mutual 
harmony or conflict. However com- 
plex an analysis of their operation 
may be, we can all agree that by 
sharing in part or wholly in these 
many faces of reality we need not 
feel as strangers and afraid, in a 
world we never made. 

This article is an attempt to ex- 
amine the complex set of value 
systems which influence our be- 
havior in only one significant sec- 
tion of experience: the meaning 
and symbolism of food in health 
and illness and their impact on 
food patterns or food ways. 


Otto von Mering, Ph.D., is associate pro- 
fessor of social anthropology, Departments 
of Psychiatry and Anthropology, Univer- 
sity of Pittsburgh; Harry N. Dorsey is 
administrator, Western Psychiatric Insti- 
tute and Clinic, University of Pittsburgh. 

This article is adapted from a presenta- 
tion at the Joint Conference of Hospital 
Administrators and Dietitians, Pennsyl- 
vania State University, April 5, 1961. 
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In the first part of a two-part arti- 
cle, a social anthropologist and a hos- 
pital administrator combine their skills 
to analyze the complex aspects of food 
in our culture as they serve to illumi- 
nate the patient’s view of food. Food 
is accepted as important to his health, 
according to these authors, although 
the patient’s views on food in the heal- 
ing process may not be in harmony 
with the views of the physician and 
the dietitian. 

In Part 2 of this article, to be pub- 
lished in the August 16 issue of this 
Journal, the authors present an anal- 
ysis of dietary department organization 
within the hospital as it pertains to 
the meaning and symbolism of food 
for the patient. 





In particular, we seek to ex- 
plore the fundamental relationship 
between food ways and the opera- 
tion of the dietary facility in the 
modern hospital. Different and 
sometimes conflicting food ways 
are operative in various cultures 
and in particular subcultural or- 


ganizations or institutions like the 
family or the hospital. They must 
be identified first and their valua- 
tive faces examined and under- 
stood before any organized at- 
tempt can be made to modify or 
change them successfully. 


CULTURAL FACES OF FOOD 


If our dominant value system 
concerning food were, “Tell me 
what you are, and I will tell you 
what you should eat”, we would 
not have a problem in either 
understanding or changing food 
ways. Food ways have remained 
an area of great unreason, logical 
attempts at explanation by nutri- 
tionists, dietitians and administra- 
tors to the contrary. Master menus, 
balanced diets, portion and quality 
control, packaging and processing 
have not yet, nor are they likely 
to conquer the reality of the old 
adage that “people eat what they 
like rather than what is good for 
them”’, 
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Patients Convalesce 


Better 


with good hot food 
served the 


DRI-HEAT 
WAY! 


Centralized food preparation, made pos- 
sible with a Dri-Heat food system does 
more than make patients happy. By 
eliminating extra kitchens and extra 
help, it cuts your costs sharply and helps 
you maintain better feeding schedules. 

With just one kitchen preparing all 
food, you eliminate food waste and in- 
crease menu variety. You immediately 
accomplish complete control over por- 
tions, appearance, diet restrictions and 
personnel. Your patients get piping hot 
food, appetizingly served and always 
within their prescribed menu limita- 
tions: 

Most important, the Dri-Heat hot 
plate keeps food deliciously hot even 
after it is served to the patients. Slow 
eaters or disabled patients need never 
eat cold food—because a Dri-Heat hot 
plate will keep their food hot as long as 
one hour after serving. 

Investigate the quality-made Dri-Heat 
system, You can use the entire system or 
it is possible to adopt various compo- 
nents into your present system to fit your 


budget. 


—) 


Stainless steel cover has special 
heat-trap design 


Dri-Heat Hot Plate accommodates 
any standard china or plastic dish 


Oo 
Special alloy pellets can be used 
for heating or chilling, food 


E> 


Fully insulated stainless steel base 
protects diner's hands. Double wall 
fully insvlated—guvaranteed not to 
come apart. 

















WRITE, WIRE OR PHONE 





DRI-HEAT 
FOOD SYSTEM, INC. 
400 W. Madison St., Chicago 6, Ill. 
Phone DE 2-0244 
Distributed in Canada by: 
DRI-HEAT FOOD SYSTEM, LTD. 
Box 15, Willowdale, Ontario, Canada 


AUGUST 1, 1961, VOL. 35, PART | 





The origin of various forms of 
approval or disapproval of diverse 
food ways is to be found only in 
the particular valuative faces of 


| food which different people hold.2 


What then are some of the identi- 
fiable components of the faces of 
food that concern the individual, 
whether he be a patient or in 
apparent health? 

Throughout the ages, “overeat- 
ing” and “undereating” have been 
charged with social, moral, utili- 
tarian or health meanings. People 
who “overeat” have been regarded 
as “wasteful”, ‘primitive’, “in- 
temperate’, “inferior”, “carnal”, 
“gluttonous”, or “self-indulgent”. 
On the other hand, these people 
often maintain that what they do 
is a sign of “contentment”, “jol- 
lity’, ‘“‘strength’’, ‘“‘endurance’”’, 
“leisure”, even “wealth” and 
“status”. People who ‘“undereat” 
have been looked upon as “supe- 
rior”, “utilitarian”, “moderate” 
and “thrifty”, or as “ascetic”, 
“abstemious” and “controlled”. If 
some believe the biblical admoni- 
tion that they will never “come to 
poverty” if they eat little, many 
more admire themselves for their 
“personal portion control’. 

Apart from such orienting values 
governing the manner and amount 
of food consumption, diverse nega- 
tive or positive feelings about food 
in general as well as particular 
foods are ever present variables in 
man’s food ways. In some cultures, 
people are ashamed to be seen 
eating. They eat hastily without 
looking at one another; may not 
even speak, lest an evil or home- 
less spirit wander into their open 
mouths and start trouble. In many 
societies, special curative and pro- 
tective powers have become at- 
tached to staple foods such as 
meat, millet and yams or to rare 
foods such as turtles and grubs. 
Certain other foods, however, are 
regarded as sources of danger or 
taboo. 


FOOD AND THE OCCASION 


While various special pleasures 
and prestige have become asso- 


ciated with the use and prepara- | 


tion of certain foods in the minds 


of some people, particular foods | 


have assumed great ritual impor- 
tance in the life of others. We are 
all familiar with the fact that at 





| 


| 
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If it's worth cooking... 


It's worth keeping 


in a Thewmslainor 


ELECTRIC 
FOOD WARMER 


After you have put time and effort 
into the preparation of costly food, 
it is poor business not to protect your 
investment. A Thermotainer electric 
food warmer is the “one time only” 
purchase that guarantees all your hot 
foods perfect protection from cooking 
until serving. 


Only Thermotainer with its exclusive 
“channeled heat’’ keeps food for hours 
without changing its texture or flavor. 
Thermotainer has full humidity control, 
individual compartmentation and shelf- 
type doors for easy loading. Adjustable 
slides for maximum compartment flexi- 
bility to hold all types of pans and 
utensils. Stainless steel construction, 
with complete NSF and UL approval. 
More than 96 models from which to 
choose. 


Write for the Thermotainer catalog. 
It's the last and best word 
in food warming equipment. 
Sold only 
through 
authorized 
dealers. 


ie 
aA 


FRANKLIN PRODUCTS CORP. 





times of recurring human crises 
food often takes on a purifying or 
reassuring significance. At special 
social events, such as birth, initia- 
tion, marriage and death, the 
eating-together of certain foods 
signifies kinship and many other 
important symbolic experiences. 

As a rule, the same foods con- 
sumed at other times and in dif- 
ferent settings do not have the 
same meaning. In times of personal 
distress the individual may recall 
both the occasions and the special 
food he ate, and perhaps develop 
a craving for its comforting taste 
and smell. He may evince a strong 
dislike for certain other foods he 
is eating or must eat at this par- 
ticular time. Thus, food prefer- 
ences, liking, or approval are not 
just a matter of biological needs 
nor of the taste alone. They de- 
rive, above all, from an interplay 
of the evaluative faces of food 
with its physical properties such 
as temperature, taste, flavor, tex- 
ture and appearance. Every one of 
these aspects is experienced and 
re-experienced every day in 
unigue human eating contexts.* 

We can easily grasp the range 
of the tangible or physical prop- 
erties involved in the process of 
eating from this description of a 
mealtime experience: ‘‘We are 
seated at a table; on the table im- 
mediately in front of us is a dish 
exhaling odors. We perceive the 
odors before beginning to eat, 
more intensely when the dish is 
hot than when it is cold. (There 
are people who claim that by this 
time they know whether they are 
going to like the dish or not.) 
Now we take a spoon or fork and 
raise some of the food to our 
mouth, passing it under the nos- 
trils in so doing. By thus bringing 
the food nearer our nose, we in- 
tensify the effect on our sense of 
smell. 

“By the time the food enters the 
mouth, the nose is already familiar 
with almost all that can be per- 
ceived in the way of smell from 
this food. There are, of course, a 
few exceptions, as for instance, if 
we eat any form of orange peel. 
The molar teeth work like a press 
in squeezing out volatile oils, thus 
making them even more percepti- 
ble than before. But as a rule a 
constant stream of odors reach 
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the nose before the mouth, so that 
by the time they are inside the 
mouth foods are already in an 
atmosphere partly accustomed to 
them.’’4 

All of us, as children or as 
adults, become attuned to the 
tangible properties of some foods 
by smelling them long before we 
begin to eat them. But even more 
important in the process of rein- 
forcing our food preferences and 
dislikes are the social and sym- 
bolic contexts within which we eat 
food. In these contexts we develop 
emotional and valuative notions 
about whether meat, fowl, or vege- 
table rank high or low in our list 
of acceptable foods. Our approval 
and disapproval, even censure of 
some of these types of food, tends 
to have no relation to their nutri- 
tive value. 

Into this realm of food values 
also belongs the oft-encountered 
traditional assumption that steak, 
roast beef, potatoes and apple pie 
are “men’s food”, while salads, 
cottage cheese, whipped fruit con- 
coctions, souffles and toast are 
food for “women folk’. Other 
orienting value judgments are 
commonly made by rural people 
about the “extravagant and gouty 
victuals of city slickers’, or the 
“tastiness and variety of the urban 
cuisine’. City dwellers, of course, 
often are convinced that the “plain 
country food” is intrinsically ‘“bet- 
ter” for their constitutions and 
“promotes” longevity. 

In a similar fashion, most people 
in this country have tended to 
“learn” to value processed foods 
as against foods in their natural 
state, a phenomenon which is as- 
sociated with profound changes in 
food technology and advertising.” 
Thus, large numbers of persons to- 
day feel that the lighter the color 
of a food item, the greater its 
desirability. Frozen foods and 
wrapped fresh foods have become 
more highly valued for their sup- 
posed greater sanitation and 
healthfulness than canned foods 
and unwrapped fresh items. The 
most premasticated packaged foods 
are presumed to guarantee greater 
health for children and the aged 
by promoting better digestion. 

While food lore and food ways 
vary greatly from one geographi- 
cal region to another, individual 


food habits vary even more in de- 
tail. Yet, despite the many ob- 
servable individual differences, the 
profiles of particular food ways 
are clearly identifiable among 
large bodies of people. They indi- 
cate that preferential food choices 
and habits do fall within a par- 
ticular range of the acceptable and 
unacceptable characteristic of a 
given cultural, subcultural, or 


organizational context.® 


HEALING FACES OF FOOD 


A thorough familiarity with past 
and currently popular value judg- 
ments concerning the curative 
powers of diet is essential to our 
understanding of human behavior 
in times of well-being and sick- 
ness. Like the other meaningful 
assumptions about food, man’s 
belief in food and dietary healing 
has many facets. At times the 
nature of these value systems has 
been altered under the exigency 
of profound crisis. As a rule, their 
rate of change is slow and tied to 
changes in dominant social mores 
or in association with changes in 
the technology of food production 
and distribution. As far as food is 
concerned, we have remained in 
the grip of powerful notions and 
imaginings about the potential 
healing powers residing in food 
and diet. We have continued to 
act upon these values entirely 
apart from rational considerations 
of the nutritional value of given 
foods. 

What individual does not know 
of the purely private emotional 
significance of sneaking “reward 
foods” like sweets when frus- 
trated? Who has not enjoyed 
“security foods” like milk and ice 
cream during periods of stress? 
Who has not eaten “prestige foods” 
like caviar or fruit out of season 
to reassure himself of his exotic 
individuality and social standing? 
Have we not also encountered per- 
sons who strongly believe in the 
curative powers of “fetish foods” 
or the malignant forces of tabooed 
foods? Some relish raw meat for 
its potency value but habitually 
avoid special organs like the liver, 
heart, or brain. Others think they 
have found strength and health- 
giving properties in specific foods 
such as eggs.’ In contemporary 
cultures, food preferences or aver- 
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sions of this type are constantly 
reinforced by pseudo-scientific lit- 
erature on the virtues of natural 
foods and vitamins. 

Many apparently healthy peo- 
ple share the assumption that 
tiredness or aches and pains in 
any part of the body derive from 
“subclinical” deficiencies which in 
turn are caused by modern man’s 
“depleted”, ‘“over-processed’’, or 
“poisoned” food supply.’ The more 
entrenched believers and purvey- 
ors of diet healing can be heard to 
explain that a reduced intake in 
natural minerals and vitamins is 
due to “soil deficiency”, regardless 
of the genetic make-up of the seed. 
They will also decry the use of 
synthetic vitamins for the ostensi- 
ble but erroneous reason that they 
do not have the same biologic val- 
ue as naturally occurring vitamins. 
Above all, assorted organic food 
“authorities” continue to conjure 
up age-old fears of the feminizing 
influences of processed or refined 
foods as the easiest device to re- 
tard a person’s readiness to seek 
scientific control of disease.® 

Most people appear to be highly 
susceptible to arguments about 
“imbalanced” or “inadequate” diet, 
especially the ill person in his de- 
sire to find a quick and simple an- 
swer to his problem. We therefore 
can appreciate the fact that the 
search for all kinds of “high po- 
tency” supplements and dietetic 
formulas which are supposed to 
“have everything” and “do every- 
thing” is widespread. Once the ill 
person has launched himself on 
this path of treatment, it becomes 
increasingly difficult to persuade 
him to abstain from his “natural” 
health pills, tonics, juices and oils, 
or his vitamin-regulated diet. 
Thus, it is not uncommon to find 
a sick individual who, despite all 
medical and nutritional evidence 
to the contrary, continues to be- 
lieve that his way of regulating 
ingestive and digestive habits will 
cure him. 

Many believers in the food heal- 
ing way feel certain that cancer is 
caused by faulty eating habits, 
that vitamin C prevents rheumatic 
disease, or that vitamin E “helps” 
heart disease or muscular dys- 
trophy. Some “know” that large 
riboflavin doses will “cure” their 
eye symptoms, even glaucoma. 
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Others “found” that special bal- 
anced diets “treat” bursitis and 
“that pesky gall bladder”. Still 
others will swear that carrot juice 
will “cure” leukemia, that pow- 
dered grapefruit relieves diabetes, 
or that licorice will “stop” a cough 
and “lubricate” the kidneys’”.!° A 
great many specific food prescrip- 
tions are also accompanied by 
platitudes such as these: “Feed a 
cold and starve a fever”; ‘“Eat- 
ing before retiring will hinder 
sleep”; “Improper foods cause 
worms and headache”; “Irregular 
eating times cause stomach trou- 
ble and strain the heart”; “Foods 
you don’t like won’t digest”; 
“Three square meals a day, no 
more, no less, for good things 
come in threes’; and “Singing 
while eating is unlucky”. 


MARKET PLACE FOR HEALING 


Every individual in his lifetime 
has manifold opportunity to be- 
come familiar with a great number 
of these and other healing values. 
He has ample opportunity to dis- 
cover personally the special grati- 
fications and healing qualities as- 
sociated with food from diverse 
representatives of the food healing 
market place. We can envisage 
this market place as containing 
all manner of health practitioners, 
whether professional, nonprofes- 
sional, or familial, who are poten- 
tially available to anyone in need 
of help. In particular, it encom- 
passes all the human events that 
occur whenever an ailing person’s 
level of distress reaches sufficient 
force to push him into diagnosis- 
making and help-seeking behavior 
among friends, acquaintances and 
family as well as into “healer- 
shopping” activity within the cir- 
cle of professional referrals." 

We know for a fact that some 
individuals have exhausted ll 
available nonprofessional healing 
resources before they turn as a 
patient to selected medical . and 
professional healers. Others may 
have had only a limited experi- 
ence with physicians before they 
have contact with a health institu- 
tion with medical, nursing, tech- 
nical, dietetic, rehabilitative and 
administrative specialists.* In 
either case, all people form some 
very definite feelings of confidence 
and trust, or lack thereof, about 


the kind of healing experience 
that is attuned to their notion of 
their ailment and of the role of 
food in it. 

These emotionally and symboli- 
cally charged experiences provide 
every ailing person with a yard- 
stick on the basis of which he 
(1) perceives and evaluates his 
potential and actual personal role 
in the healing process; (2) selects 
only certain healing agents of the 
many available healing resources 
in his environment, and (3) as- 
sesses their potential and real 
function as well as their adequacy 
in “treating” his condition.'% 

Thus in the area of food healing 
we can find those who have come 
to place special value on the vege- 
tarian and herbalistic way of cur- 
ing. Or we may meet a person who 
will swear above all else by the 
naturopathic or homeopathic meth- 
od of healing. Depending on the 
degree of his convictions about 
food, an apparently healthy or ail- 
ing person may abide by a food 
taboo which declares that most 
products contaminate the oral 
route and are therefore dangerous 
to health. Others, however, with 
essentially similar notions about 
the curative power of food, will 
not hesitate to use many kinds 
of herbs, drugs and serums in 
their natural state as well as a 
host of patent remedies or place- 
bos. They have a simple faith that 
by ingesting pills, powders, pre- 
scriptions and food concocted in 
various shapes and colors their 
emotions will change for the bet- 
ter, their fears will be dispelled 
and they will enjoy physical well- 
being again.* 


FOOD AND PILL HEALING 


There can be little question that 
the food and pill healing ideas 
have always been a most powerful 


influence on the individual in 
health and disease, both as a child 
(Continued on page 75) 


*Sedatives and narcotics, such as divine 
mushrooms, masculine or “holy” cactus 
berries, laudanum, barbital and hemp, 
clutter the medicine chest of the past and 
present. Many people have been known to 
seek relief from pain by using ipecac for 
dysentery, by drinking dandelion tea as 
a Solty-haten for “hepatic congestion” or 
“acid atonic dyspepsia’. Fennel and rue is 
often recommended for “colic” and ““wom- 
en’s complaints”. Foxglove infusions have 
been a favorite as a “heart tonic’ and 
treatment for “dropsy”, and fish oils for 
vim and vigor. Bread mold has been a 
remedy for an inflammation of the finger 
or toe and cold tea leaves for burns. Many 
of these materia medica have proven sci- 
entific value, many more do not. 
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and as an adult. In all fairness to 
the patient, it must be said that 
the professional users of this ap- 
proach to health, the dietitians, the 
nutritionists, as well as the physi- 
cians and pharmacists, have not yet 
succeeded in relieving the ill per- 
son of his quandary about what is 
a “true” and what is a “false 
medicine”. All we do know for 
certain is that these ideas play a 
key role in channeling or upset- 
ting the patient’s preferences for 
particular food, diet and pill ex- 
periences.!4 a 
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NOTES AND COMMENT 


Patient-tested foods from Ohio hospital 





Grace Thompson, assistant director of dietetics, Miami Valle} 


y Hospital, 


Dayton, Ohio, has supplied directions for making some of the unusual 
foods listed in her selective cycle menus for the East beginning on page 81. 

Two salads are rated high by patients at this hospital. Argyle Salad in 
an amount to serve 50 is a mixture of 6 quarts chopped apricots and 1 


quart finely chopped celery, coated 
with mayonnaise and served on 
lettuce. Fruit Medley Salad com- 
bines four fruits, all cut in 
large pieces—pineapple, apricots, 
peaches and pears—mixed together 
and served on lettuce. One and 
one-half quarts of each of these 
fruits will yield a salad to serve 50. 
The fruits may either be canned, 
fresh, frozen or a combination of 
the various types. 

Here are the recipes for some 
other favorites at Miami Valley 
Hospital. 


RHODE ISLAND POTATOES 
(50 servings) 


25 Ibs. potatoes, quartered 
oz. fat, melted 
ec. Worcestershire sauce 
ec. paprika 
ce. salt 
Ibs. onions, chopped 
gal. beef stock 
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1. Place raw potatoes in pans. 

2. Mix remaining ingredients to- 
gether and cover potatoes with 
mixture. 


3. Bake 1% hours at 350° F. 


WINDSOR CAKE ROLL 
(180 servings) 
Ibs. cake flour 
Ibs. high ratio shortening 
lbs. sugar 
Ibs. whole eggs 
oz. salt 
oz. baking powder 


Ibs. 5 oz. skim milk 
Filling (Make day before to cool) 


qt. orange concentrate 
Ibs. sugar 

oz. salt 

Ibs. water 

Ibs. cornstarch 

Ib. cold water 

Ib. eggs 

oz. margarine 

oz. lemon emulsion 


Blend flour, shortening and 
sugar. 

2. Mix together eggs, salt and 
baking powder and add to above. 

3. Add skim milk last and mix 
until smooth. 

4. Place 3% lbs. of this mixture 
per pan in six sheet pans measur- 
ing 18 x 24 inches. 

5. Bake 30 minutes at 350° F. 

6. Spread orange filling on sheet 
cake. 

Roll (like jelly roll) and re- 
frigerate for one hour. 


Orange Filling 
Cook together orange concen- 
trate, sugar, salt and water. 

2. Mix cornstarch, 1% lb. cold 
water and eggs. Stir into orange 
concentrate mixture, and cook un- 
til thickened. 

3. Add margarine and 
emulsion. 

4. Thoroughly chill filling (over- 
night if possible) before spreading 
on cake. 


lemon 


PEANUT STREUSEL PIE 
(8 pies) 
Topping 
21% lbs. powdered sugar 
1 lb. peanut butter 


Filling 
3 qts. milk 
1% Ibs. sugar 
oz. margarine 
oz. cornstarch 
qt. milk 
pt. eggs, beaten 


Crumble together powdered 
sugar and peanut butter for top- 
ping. 

2. Mix 3 qts. milk, sugar and 
margarine, and bring to boil. 

3. Mix cornstarch with 1 qt. 
milk; add eggs. 

4. Add cornstarch mixture to 
boiled mixture, and cook until 
done. 

5. Use prebaked pie shells. Cover 
the bottom of the shell with part 
of the crumbled topping. 

6. Put filling on top of crumble, 
and cover filling with meringue. 
Cover meringue with remaining 
crumble mixture. 

Brown in oven 10 to 15 min- 
utes at 400° F. a 


Cherries add color to 
summer fruit salads 

Finely chopped maraschino cher- 
ries provide both color and flavor 
accent in a salad dressing suggested 
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for summer fruit salads by the 
Cherry Growers and Industries 
Foundation. 

The recipe for this salad dress- 
ing follows: 


MARASCHINO CHERRY SALAD DRESSING 
(1 gallon) 
qts. mayonnaise 
pt. dairy sour cream 


ce. lemon juice 

c. sugar 

pt. maraschino cherries, finely 
chopped 

tbsp. salt 

tsp. white pepper 

ce. maraschino cherry juice 


1. Blend mayonnaise, dairy sour 
cream, lemon juice and sugar. 

2. Fold in chopped, drained 
maraschino cherries. 

3. Add salt and pepper, and taste 
for seasoning. Add maraschino 
cherry juice, as desired, for addi- 
tional coloring. a 


Reap Summertime Plenty 
of Fruits and Vegetables 


Summer is the time to make the 
most of plentiful supplies of fresh 
fruits and vegetables. Many varie- 
ties of fruits reach their peak sup- 
plies in July and August. These are 
the months when it is especially 
advantageous to keep menu plans 
flexible enough to take advantage 
of local good buys in the fruit and 
vegetable line. 

A new booklet from the U.S. De- 
partment of Agriculture, Tips on 
Selecting Fruits and Vegetables, 
by W. W. Morrison, Marketing 
Specialist, Fruit and Vegetable Di- 
vision, Agricultural Marketing 
Service, lists descriptions of 75 
different fresh items. (Single copies 
of this booklet, Marketing Bulletin 
No. 13, are free on request from 
the Office of Information, USDA, 


Washington 25, D.C.) 

Though designed for consumers, 
this booklet has much information 
of value for hospital] food buyers. 
The author states that the most 
important factor affecting price of 
fruits and vegetables is scarcity or 
abundance. Keeping up-to-date on 
market news will help in selecting 
good buys in your locality. 

Among the multitude of fruits 
coming into peak supplies in the 
summer months, here are abbrevi- 
ated descriptions of several varie- 
ties as given in this booklet: 

Berries: Fresh, clean, firm, with 
bright appearance well colored for 
the type. 

Cherries: Fresh, bright, plump; 
good color for the variety. 

Cantaloupes: Well netted, ‘full 
slip’ stem scar, color changing to 
yellowish-buff or gray, character- 
istic aroma. 

Watermelons: Good red flesh 
which appears firm and fresh, is 
not stringy, not watery or mealy, 
and contains dark colored seeds. 

* * * 

Hospital food buyers might take 
a tip from the government’s use of 
food models, color charts and other 
visual aids in inspecting fruits and 
vegetables for quality. More than 
300 such visual aids have been de- 
veloped by the Agricultural Mar- 
keting Service, U.S. Department 
of Agriculture, to help inspectors 
interpret written grade standards 
for various canned, frozen, dried, 
and dehydrated fruit and vegetable 
products. 

According to a recent article by 
Fitzhugh L. Southerland of the 
Fruit and Vegetable Division, 
AMS, in Agricultural Marketing, 
May 1961, several commercial 
firms now produce many of these 


visual aids in Officially authorized 
versions because of the demand for 
their use as guides in quality con- 
trol by food processors, These vis- 
ual aids—which include illustra- 
tions, photographs, models showing 
blemishes, defects, size, shape and 
color, and plastic and glass color 
comparators—are designed by 
AMS artists. When a commercial 
firm undertakes to reproduce one 
of these visual aids, it must check 
with AMS for final approval. Such 
authorized visual aids might range 
from ‘“. . . handpainted replicas of 
strawberries to molded plastic 
plates showing the various colors 
permitted in different grades of 
canned and frozen lima beans, and 
three-dimensional reproductions of 
sauerkraut.” 
* * * 

Answers to questions about 
peak supply periods and total an- 
nual supply of fresh fruits and 
vegetables may be found in Guide 
to Average Monthly Availability 
of 98 Fresh Fruits and Vegetables. 
(Fourth revised edition, 1958, 
available from the United Fresh 
Fruit & Vegetable Association 777 
14th St. N.W., Washington 5, D.C., 
25 cents.) 

This publication is chiefly com- 
posed of a table which shows 
monthly availability of fruits and 
vegetables as a percentage of the 
total annual supply. For instance, 
from this table can be found the 
fact that cherries, like many other 
fruits, are a highly seasonable crop, 
since 83 per cent of the total annual 
supply is on the market in June 
and July. In contrast, marketing of 
certain common vegetables such as 
carrots, celery, cabbage and pota- 
toes is fairly well distributed 
throughout the year. 5 





Fall Cycle Menu 
for the East 








HE 21-pay selective fall cycle 
menu and market orders for 
perishables are designed for hos- 


78 


pitals in the East. These menus, 
which may be used during Sep- 
tember, October and November, 


feature foods popular in the east- 
ern section of the United States. 
The menus in this issue are the 
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A Toledo 2T-P-60 Panoramic Door 
Dishwasher with Prewash gives easy 
access to full length of conveyor for 


easiest cleaning and spotless sanitation. 
Tolede Disposer provides quick, sani- 
tary disposal of all food wastes. 
Heavy-duty engineered to assure long, 
trouble-free service. 


4 } 


a Paradise of Effictency. a... 


f 
MN 


This TOLEDO=equipped kitchen 


at OCEAN REEF INN 


Key Largo, Florida 


Wherever large numbers of people dine, gracious service 


starts in a well-planned kitchen... like this one at 
Ocean Reef Inn, under the swaying palms of Key Largo. 

Not even the sun shines brighter than the dishes 
and glassware that grace Ocean Reef’s tables. A Toledo 
Conveyor Dishwasher with Panoramic Door sees to 
that . . . with capacity of 4,805 dishes hourly. Features 
include Zip-Lok tubes, fresh water prewash, one-level 
tank. Toledo offers Panoramic Door models in single, 
double or three tank types with fresh water or recircu- 
lating prewash—capacities to 12,600 dishes hourly. 

The Toledo Disposer in the Ocean Reef kitchen 
comes in a choice of 49 models, from % to 3 H.P....a 
complete range of accessories includes silver savers 
and scrapping blocks. 

Whether your kitchen caters to small or large vol- 
ume feeding, select the right equipment to best serve 
your needs from the complete Toledo line. Write for 
Bulletin SD-3814 ... your first and most important 
step toward kitchen efficiency. 


Peelers . . . Offer fast, 


Hi-Speed Mixers . . . 
Feature positive gear 
drive: clean, efficient 
operation. Model TM- 
20 (20 gt.) shown. Also 
30 qt. and 60 at. sizes. 
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double-action peeling 


+ with abrasive on both 
|| disc and cylinder. Low 
|| waste. Portable and 


cabinet type. 


Dishwashers . . . Fast, 
thorough, dependable. 
Available in door, coun- 
ter, conveyor and rack- 
less types. Advanced 
design, easy cleaning. 


TOLEDO 
5401 SLICER 
combines hand- 
some ¢esign with 
fast, easy opera- 
tion. Meat carriage 
is quickly remov- 
able and easy to 

clean. 


TOLEDO 
HIGH-SPEED 
SAW 
speeds processing, 
provides large 
working area, big 
capacity. 16” 
wheels. Easiest 

cleaning. 


OLEDO (il Machine 


Division of TOLEDO SCALE CORPORATION = 245 Hollenbeck St., Rochester, N.Y. 


Hi-Speed Choppers . . . 
Powerful, heavy-duty de- 
signed. Outstanding in 
performance and appear- 
ance. Full range of models 
from 1/3 HP to 5 HP. 


ats) 
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third in a four-part series of fall 
cycle menus published in this 
Journal. Fall cycle menus for 
the Midwest and South-Southwest 
were included in the July 1 and 
16 issues of HOSPITALS, JOURNAL 
OF THE AMERICAN HOSPITAL ASSO- 
CIATION. Fall menus for hospitals 
in the North-Northwest will be 
published in the August 16 issue. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a choice 
of entree, vegetable, salad and 
dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used 
for both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 


labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu item 
can be served on both fhe full and 
soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served on sodium restrictive or fat 





The summer cycle menus, for use 
during August, were published in the 
April and May 1960 issues of this 
Journal. The Midwest and South- 
Southwest cycle menus were included 
in the April 1 and 16 issues, respec- 
tively. The May 1 and 16 issues fea- 
tured summer menus for the East and 
North-Northwest respectively. 





restrictive diets. When fruits are 
included on the dessert menu, the 
dietitian will omit sugar or sub- 
stitute the water-packed variety 
for the diabetics. 

The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 


fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The amounts are computed 
on the basis of serving 80 patient 
and personnel meals at breakfast, 
120 at noon and 80 at night. By 
using a multiple of 50, larger hos- 
pitals can easily arrive at their 
market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that 
a 50-bed hospital should have in 
the storeroom at the beginning of 
each 21-day cycle. The items in- 
cluded are cereals and farinaceous 
products, canned fish, canned fruits 
and fruit juices, dried fruits and 
vegetables, jellies, cake and pud- 
ding mixes, pickles, canned soups 
and canned vegetables. 

The standard is available upon 
request from the Association, 840 
North Lake Shore Drive, Chicago 
11, Il. 





Contented Patients 


the best kind 


USE HOSPITALS’ SELECTIVE MENU SHEETS 





ed 
— — 


$10 for 1000 


of 1000. 








$45 for 5000 
$80 for 10,000 

















now available in packets 


AMERICAN HOSPITAL ASSOCIATION 


840 North Lake Shore Drive 
Chicago 11, Illinois 
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PLEASE CUT ALONG THIS LINE 


Ist WEEK EAST FALL SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


—prepared by Grace Thompson, assistant director of dietetics 


Miami Valley Hospital, Dayton, Ohio 





friday | thursday | wednesday | tuesday | monday | 


morning 


night 





Frozen Blueberries (F) 
or Orange Juice (S) 
Cooked Rice Cereal 
or Ready-to-eat Corn 
and Soy Cereal 
Scrambled Eggs 


Chilled Fruit Punch 
Spaghetti with Meat Sauce (F) 

or Roast Lamb with Mint Jelly (S) 
Parsley Potatoes (S) 
Buttered Green Beans (rs) or Buttered Whole Onions 
— Salad with French Dressing 

Molded Pear Salad with Mayonnaise 

Windsor Cake Roll (FS) or Pineapple Slice in Syrup 





Grapefruit Half (F) 
or Prune Juice (S) 
Cornmeal 
or Ready-to-eat 
Wheat Cereal 
Bran Muffin 
Bacon 


Consomme with Crackers 
Baked Pork Chop with Chili Sauce (F) 
or Veal Fricassee (S) 
Oven Browned Potatoes (FS) 
Buttered Baby Beets (FS) or —- with Vinegar 
Peach-Date Salad or Chef's Salad with Vinegar and Oil 
Green Mint Ice Cream (FS) or Strawberry Shortcake with Whipped Cream 


Cream of Mushroom Soup with Crackers 
Roast Turkey with Gravy (FS) 

or Asparagus S =~ on Toast with Cheese Sauce 
Mashed Potatoes 
Buttered Peas es) J Whole Kernel Corn with Pimento 
Cranberry Jelly Salad 

or Lettuce Wedge with Thousand Island Dressing 
Peeled Apricot Halves (FS) or Peanut Butter Cookies (F) 





Chilled Tomato Juice 

Salisbury Steak with Gravy (F) or Braised Sweetbreads (S) 
O’Brien Potatoes (FS 

Buttered Julienne Carrots (FS) or Cabbage Wedge 

Spiced Apple Salad or Deviled Egg Salad 

Chocolate Pudding (FS) or Stewed Rhubarb 





Banana (F) 
or Pineapple 


Rice Cereal 
Soft Cooked Egg 


Grape Juice 
Yankee Pot Roast (FS) or Corn Pudding with Bacon Curls 
Paprika Potatoes (FS) 
Buttered Wax Beans (FS) 

or Broccoli Spears with Lemon Butter 
Fresh Orange Section Pinwheel Salad 

or Relish Plate with Celery Sticks, Radish Roses, Ripe Olives 
Toasted Coconut Pie (F) or Pear Half (S) 





Orange Juice (FS) 
or Fruit Compote 
Cooked Whole Wheat 
Cereal or Corn Flakes 
Bacon Curls 
Honey-Nut 
Coffee Cake 


Vegetable Soup with Crackers 
Beef Stroganoff (FS) or Breaded Veal Cutlet with Gravy 
Baked Idaho Potato with Butter (FS 
Parsley Carrots (FS) or Buttered Brussels Sprouts 
Molded Confetti Salad 

or Tossed Salad with Thousand Island Dressing 
Sliced Peaches (FS) or Sugar Cookies 





Kadota Figs (F) 
or Grapefruit 
Juice (S) 
Cooked Wheat Cereal 
or Ready-to-eat 
Rice Cereal 
Poached Egg 


Gingerale Punch 
Creamed Turkey on Toast Points (FS) or Fresh Fruit Plate 
Rhode Island Potatoes 
Spinach with Hard Cooked Egg Slices (FS) 
or Braised Celery Bits 
Combination Salad with French ga 
or Pineapple-Marshmallow Salad 
Lady Baltimore Cake (FS) or Frozen Black Raspberries 





Split Pea Soup with Crackers 
Baked Chicken with Gravy (FS) 
or Individual Vegetable Casserole 
Mashed Potatoes (FS) 
Glazed Acorn Squash (FS) or Buttered Cauliflower 
Sliced Tomato Salad with Mayonnaise 
or Fruit Medley Salad 
Royal Anne Cherries (FS) or Butterscotch Squares 





Chilled Apricot Nectar 
Baked Ham with Mustard Sauce (F) or Shepherd's Pie (S) 
Franconia Potatoes (F) 
Buttered Asparagus Spears (FS) or French Fried Eggplant 
Waldorf Salad 

or Pickled Beet Salad with Hard Cooked Egg Garnish 
Jelly Roll (FS) or Watermelon Wedge 





Bouillon with Crackers 
Baked Halibut Steak with Tartar Sauce (FS) 

or a Suey 
Buttered Rice (FS) 
Stewed Tomatoes (F) or Buttered Green Beans (S) 
Banana Log Salad or Marinated Vegetable Salad 
Rainbow Sherbet with Sugar Wafer (FS) 

or Fruit Cocktail 








saturday 


Applesauce (FS) 
or Orange Juice 
Cooked Whole Wheat 
Cerea! or Bran 
Flake Cereal 
Sweet Rolls 
Bacon 


Alphabet Soup with Crackers 
Hamburger on Bun (S) with Mustard and Relish (F) 
or Veal Birds 
Hash Browned Potatoes 
Buttered Diced Beets (FS) or French Fried Onion Rings 
Mixed Greens with Vinegar and Oil 
or eg Salad (Chopped Apricots and Celery with Mayonnaise) 
Caramel Tapioca Pudding (FS) or Minted Grapefruit Sections 


Limeade 
Roast Pork Loin with Gravy (FS) 
or Individual Cheese Fondue 
Candied Sweet Potatoes (FS) 
Buttered Green Peas (FS) or Paprika Cauliflower 
Blushing Pear Salad (F) 
or Shredded Lettuce with French Dressing 
_ Cherry Cobbler (F) or Canned Sliced Peaches (S) 





Orange Slices (F) 
or Pineapple 
Juice (S) 
Puffed Wheat Cereal 
or Cooked 


Mock Turtle Soup with Crackers 
Roast Beef au jus (FS) or Shrimp Thermidor 
Mashed Potatoes (FS) 
Broccoli with Hollandiase Sauce (F) 
or Buttered Carrot Coins (S) 
Peach Melba Salad 


Chilled Cranberry Cocktail 

Chicken Tetrazzini (FS) or Braised Liver 

Parsley Buttered Potatoes 

Asparagus with Pimento Strip (FS) or Buttered Squash 
Coleslaw or Fruit Chunk Salad with Celery Seed Dressing 
Chocolate Chip Cookies (F) or Banana (S) 


sunday 


Rice Cereal 
Scrambled Eggs 





or Fresh te anaae Salad with Thousand Island Dressing 
Frosted White Cupcakes (FS) or Blue Plums 





(FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


(F)—Full Diet (S)—Soft Diet 


| Item, ‘Specifications, Amounts & No. of neatines Item, Specifications, Amounts & No. of aired 


Item, nahin Amounts & No. of whee x 
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400 Ibs. 
1 doz. 

6 heads 
Y% bu. 
22 Ibs. 


Bag No. I 
Bunch 


Potatoes, White 

Radishes 

Romaine 

Squash, Acorn 
| Tomatoes 


BEEF Shrimp 26-28 Ib. 8ibs. 40 


Chuck-eye Roll | 
(Boneless) U. S. Good 27 Ibs. 


Ground Beef U. S. Good, 5 Ib. pkg. 45 Ibs. 
Liver Steer, sliced 5 Ibs. 
Round (Bottom) U. S. Standard 54 Ibs. 


Steaks, Round U. S. Choice, 
4 0z. each 


U. S. Good 
Fresh 


POULTRY 
Fowl (Eviscerated) Grade A, 5 Ib. av. 
Turkeys (Eviscerated) ag oc 


45 Ibs. 
Repacked (5 x 6) 


FROZEN FRUITS 
Dry, 8 Ib. can 
Con., 32 oz. can 
Fresh, chilled, gal. 
Con., 32 oz. can 
8 Ib. can, 5-1 sugar 
8 Ib. can, 5-1 sugar 


Sliced, 8 Ib. can, 
5-1 sugar 


105 Ibs. 
45 Ibs. 


4 Ib. av. 


Fryers (Eviscerated) Grade A, 2% Ib. av. 
2 cans 


1 can 
2 gal. 
4 cans 
2 cans 
1 can 


| Blueberries 
Grapefruit Juice 
Grapefruit Sections 
Orange Juice 

| Raspberries, Black 

| Rhubarb 
Strawberries 


15 Ibs. 
5 Ibs. 
4 Ibs. 


FRESH FRUITS 
Jonathan, 113s 
Ripe 
Seediess, 70s 


Stew 


Sweetbreads Y% box 


47 Ibs. 
Y% box 
1 doz. 
1 box 
30 Ibs. 


| Apples 
Bananas 
Grapefruit 
Lemons 
Oranges 
Watermelon 


LAMB 


U. S. Good, yearling 7 Ibs. 


Leg (B.R.T.) 
176s 


30-35 Ib. av. 1 can 


PORK 
24-26-1 Ib. 
Grade A, 4 oz. each 
Ready-to-eat 
Grade A, 10-12 Ibs. 


17 Ibs. 
25 Ibs. 
20 Ibs. 
20 Ibs. 


Bacon (Sliced) 
Chops, Loin 
Ham (Pullman) 
Loin (Boneless) 


FROZEN VEGETABLES 
Spears, 2% Ib. pkg. 22% Ibs. 
Cuts, 2% Ib. pkg. 17% Ibs. 
Cuts, 2% Ib. pkg. 15 Ibs. 
Stems and buds 
2% |b. pkg. 
2% Ib. pkg. 
Buds, 2% Ib. pkg. 
2% Ib. pkg. 
Chopped, 
2% Ib. pkg. 
1 Ib. pkg. 


FRESH VEGETABLES 
Spears, bunch 
Bag 
Topped, bag 
Pascal, 30s 


| Asparagus 
Beans, Green 
Beans, Wax 
Broccoli 


3 bunches 
11 Ibs. 
60 Ibs. 

1 doz. 

8 cukes | Brussels Sprouts 


Broccoli 
| 
| 

3 Ibs. | Cauliflower 
| 


| Cabbage 
Carrots 

Celery 
Cucumbers 
Eggplant 
Lettuce 

Onions, Dry 
Parsley 
Potatoes, Sweet 


VEAL 
U. S. Good 5 Ibs. 
U. S. Good, 4 oz. each 10 Ibs. 
U. S. Good 14 Ibs. 
U. S. Good 5 Ibs. 


15 ibs. 
2% Ibs. 
5 Ibs. 
20 Ibs. 


Chop Suey Meat 
Cutlets 
Shoulder (Boneless) 


Stew Head, 48s 


Yellow, bag 
Bunch 
Hamper 


1 crate Peas 
50 Ibs. Spinach 

1 doz. 
50 Ibs. 


17% Ibs. 


FISH 
4 Ibs. 


Steaks, 5 oz. each 


Ist week market order for perishables (per 50 beds) 


Squash, Winter 





Halibut 20 Ibs. 
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2nd WEEK EAST FALL SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


—prepared by Grace Thompson, assistant director of dietetics 


Miami Valley Hospital, Dayton, Ohio 





monday 


Bee 





morning 
Cee 


night 





Stewed Prunes (F) 
or Grapefruit 
Juice (S) 
Oatmeal or Ready-to- 
eat Wheat Cereal 


acon 
Glazed Doughnut 


Frosted Fruit Juice 
Creamed Chipped Beef on Biscuit (F) or Roast Veal with Gravy (S) 
Buttered Potatoes (S) 
Glazed Parsnips (F) or French Cut Green Beans (S) 
Molded Bing Cherry Salad 
or Celery Stick and Radish Rose Salad 
Rhubarb Crisp (F) or Meringue Pear (S) 


Beef Noodle Soup with Crackers 
Meat Loaf (S) with Horseradish Sauce (F) 

or Individual Omelet with Jell 
— Idaho Potato with Butter (FS) 

nach with Vinegar (FS) or Whole Kernel Corn 

é ef’s Salad with French Dressing 

or Apricot Salad with Honey Dressing 
Peanut Butter Sundae (FS) or Apple 





Kadota Figs (F) 
or Orange Juice (S) 
Cooked Wheat Cereal 
or Ready-to-eat Corn 
and Soy Cereal 
Soft Cooked Egg 


Cream of Potato Soup with Crackers 
Fried Chicken with Gravy (F) 

or Lamb Cubes in Julienne Vegetables (S) 
Paprika Potatoes (FS) 
Buttered Peas (FS) or Escalloped Tomatoes 
Arabian Peach Salad or Cucumbers in Vinegar 
Lemon Meringue Pudding (FS) or Honeydew Wedge 


Chilled Loganberry Nectar 
Grilled Ham Steak (F) or ‘Welsh Rarebit on Toast (S) 
Lyonnaise Potatoes (| 
Buttered Brussels Sprouts (F) or Baked Eggplant (S) 
Fresh Citrus Section Salad with Fruit Dressing 

or Garden Salad with French Dressing 
Brownies (F) or Pear Half in Syrup (S) 





~ Grapefruit Juice (FS) 


or Frozen 
Strawberries 
Cornmeal 
or Shredded 
Wheat Cereal 
Bacon 
Cinnamon Toast 


Chilled Grape Juice 
Grilled Ham Steak (F) or Baked Veal Cutlet (S) 
Oven Browned Potatoes (FS) 
Buttered Asparagus Spears (FS) or Creamed Cauliflower 
Tossed Salad with Vinegar and Oil 
or Mixed Fruit Salad with Honey Dressing 
Daffodil Cake with Caramel Frosting (FS) 
or Pink Applesauce 


Scotch Broth with Crackers 
Roast Beef with Gravy (FS) 
or Tuna Salad Plate with Potato Chips and Relishes 
Mashed Potatoes (FS 
Harvard Beets (FS) or Buttered Lima Beans 
Banana Fan Salad or Calico Slaw 
Pumpkin Pie with Whipped Cream (F) 
or Peeled Apricots in Syrup (S) 








2nd week market order for perishables (per 50 beds) 
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Orange Half (F) 
or Pineapple 
Juice (S) 
Corn Flakes 
or Cooked Wheat 
Cereal 
Poached Egg 


Lakeside Soup with Crackers 
Hot i Sandwich with pong Rt 
or Escailoped Potatoes with Sausage Links 
Baked Sweet Potato with Butter 
Buttered Spinach with Lemon (FS) 
or Stewed Celery with Pimento 
Lettuce Wedge with Chiffonade Dressing 
or Cranberry-Nut Salad 
Russian Tea Cookies (F) or Royal Anne Cherries (S) 


Lemonade 
 eard — (F) or Lamb Patty with Mint Sauce (S) 


Glazed Cor Carrots (FS) or Buttered Diced Turnips 
Pear and Currant a Salad 

or Relish Plate with Radish Rose, Green Onion, Pickle Chips, Olives 
Whipped Strawberry Gelatin (FS) or Frozen Sliced Peaches 





Grapefruit Juice (FS) 
or Stewed Apricots 

Cooked Whole Wheat 
Cereal or Ready-to- 
eat Rice Cereal 

Bacon 

Corn Muffin 


Consomme Julienne with Crackers 
Baked Macaroni and Cheese (FS) or Grilled Pork Chop 
Hash Browned toes 
Buttered Broccoli Spears (F) or Wax Beans (S) 
Tomato Wedge Salad with Mayonnaise 

or Fresh Orange Section Salad 
Sherbet (FS) or Purple Plums 


Chilled Tangerine Juice 
French Fried Perch with Tartar Sauce (F) 

or Roast Veal with Gravy (S) 
Franconia Potatoes (FS. 
Buttered Green Peas (FS) 

or Whole Kernel Corn with Pimento and Green Pepper 
Cinnamon Apple Salad 

or Garden Salad with French Dressing 

Graham Cracker Pudding (FS) or Frenee Fruit Cup 





sen, Juice (FS) 
or Melon Wedge 
Cooked Wheat Cereal 
or Flaked 
Wheat Cereal 
Scrambled Eggs 


Blended Fruit Juice 
Swedish Meatballs (F) or Sauteed Chicken Livers (S) 
Paprika (FS) 
Buttered Cauliflower tf) or Sliced Beets (S) 
Peach-Cherry Salad 

or Combination Salad with Thousand Island Dressing 
Wellesley Fudge Cake (FS) or Stewed Rhubarb 


Minestrone Soup with Crackers 
Slivered Beef on Bun with Catsup (S) Horseradish (F) 

or Chef's Salad Bow! with Julienne Ham 
fon : a5 wd ith L Butter (FS) 

ragus Spears with Lemon Butter 

or Baked Mashed Squash with Marshmallows 
Molded Pineapple Salad with Mayonnaise or Potato Salad 
Blackberry Crunch (F) or Sliced Bananas (S) 





(F)—Full Diet 


Grapefruit Half (F) 
or Prune Juice 
Oatmeal 
or Ready-to-eat 
Wheat Cereal 
Streusel Coffee Cake 


“ Bacon 


Item, , Speditentions, fs Amounts & No. of onion 


Chilled Grape Juice 
Roast A | = Gravy (S) Dressing (F) 
a ae 
Suttered Carre t ‘shee (FS) or Brussels Sprow 
Chef's Salad with French Dressing or Tinted Pear Salad 
Butterscotch Cream Pie (F) or Applesauce (S) 





(S)—Soft Diet 





Cream of Tomato Soup with Crackers 
Individual Veal Lewy (FS) or Roast Pork with Gravy 
Lyonnaise *). 
Spinach with Vi loneer ah S) or French Fried Eggplant 
Apricot and Marshmallow Salad 

or Celery Stick with Radish Rose Salad 
Spice Cookies (F) or Royal Anne Cherries (S) 





(FS)}—Full and Soft Diet 


Bread, butter and a choice of beverages are to be included with each meal. 





| Item, Specifications, Amounts & No. of Servings 


Item, Specifications, Amounts & No. of Servings 








Butt, Bottom (B.R.T.) U. S. Good 
Chipped Beef, Dried U.S. Good 


Chuck-eye Roll 
(Boneless) 


U. 
Ground Beef U. 
Steak, Swiss U. 


Ground, Shoulder U. 
U. S. Good 


PORK 
24-26-1 Ib. 
Grade A, 4 oz. each 
Ready-to-eat 


Stew 


Bacon (Sliced) 
Chops, Loin 
Ham (Pullman) 
Loin (Boneless) 


Sausage Links 


Cutlets 
Leg (B.R.T.) 
Stew 


Perch (Ocean) 


Turkeys (Eviscerated) Crete A, 


BEEF 
1 Ib. pkg. 


FRESH FRUITS 
Apples Jonathan, 113s 
Bananas Ripe 
Grapefruit Seedless, 70s 
s Lemons 
Melon, Honeydew 


5 is. Oranges 
5 Ibs. 8 


20 Ibs. Livers, Chicken 


7 Ibs. 


20 Ibs. 
, 5 Ib. pkg. 50 Ibs. 
, 402. each 15 Ibs. 


Crate, 9s 
176s 


FRESH VEGETABLES 
Crate, 18s 
Bag 
Topped, bag 
Pascal, 30s 


Broccoli 
Cabbage 
Carrots 

Celery 
Cucumbers 
Eggplant 
Lettuce 
Onions, Dry 
Onions, Green 
Parsley 
Parsnips 
Peppers, Green 
Potatoes, Sweet 
Potatoes, White 
Radishes 
Romaine 


15 Ibs. 
10 Ibs. 
60 Ibs. 


4 Ibs. 
Head, 48s 
Yellow, bag 
Bunch 
Bunch 


Hamper 
Bag No. 1 
Bunch 


20-24 Ib av. 120 Ibs. 





Fryers (Eviscerated) Grade A, 2% Ib. av. 


18 Ibs. 
6 bunches 


Tomatoes Repacked (5 x 6) 


Turnips, Yellow 


75 Ibs. 
4 Ibs. 


FROZEN FRUITS 
Dry, 8 Ib. can 
Con., 32 oz. can 
Con., 32 oz. can 
Fresh, chilled, gal. 


2 cans 
6 cans 
3 cans 
2 gal. 


Blackberries 
Grapefruit Juice 
Orange Juice 
Orange Sections 


Orange and 
Grapefruit Sections 


Peaches 


Rhubarb 
Strawberries 


Y% box 
20 ibs. 

Y% box 

1 doz. 
10 melons 


5 doz. Fresh, chilled, gal. 


Sliced, 8 Ib. can, 
5-1 sugar 

8 Ib. can, 5-1 sugar 

Sliced, 8 Ib. can, 
5-1 sugar 

Con., 32 oz. can 


FROZEN VEGETABLES 
Spears, 24% Ib. pkg. 
Julienne, 

2% Ib. p 


2 gal. 


l can 


1 crate 4 cons 


8 Ibs. 
60 Ibs. 

1 doz. 
20 cukes 


1 can 


Tangerine Juice 2 cans 


Asparagus 25 Ibs. 


1 crate Beans, Green 
50 Ibs. 
10 bunches 
1 doz. 
30 Ibs. 
5 Ibs. 
50 Ibs. 
400 Ibs. 
1 doz. 
6 heads 


2% Ibs. 
Beans, Lima 
5 Ibs. 
2% Ibs. 
12% Ibs. 
17% Ibs. 
25 Ibs. 


Small, pees. 

2% Ib. pkg. 
Cuts, 2% Ib. pkg. 
2% Ib. pkg. 
Buds, 2% Ib. pkg. 
2% Ib. pkg. 


Cho; , 
es pkg. 
1 Ib. pkg. 


Beans, Wax 
Brussels Sprouts 
Cauliflower 

Peas 


Spinach 
ai 35 Ibs. 


Squash, Winter 4 Ibs. 
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Coffee 
does ju 
a loti 


for people 


CONTINENTAL does a lot for coffee 


The rich, robust flavor of CONTINENTAL COFFEE never varies... from one cup | Wethink you'll agree that Conrinentacis the 
very finest coffee available. We'd like to prove 


to the next, from one year to the next. CONTINENTAL sees to this by buying | it with THE CONTINENTAL CLINCHER 
H ; i i .+.@ unique on-the-spot demonstration. 
only the best coffee beans, by the most painstaking blending, roasting and es aiiteees Genie ae men, 


grinding. Serving this matchless coffee could do a lot for you and your people. | 2550 N. ciybourn Ave., Chicago 14, Illinois. 
tNE 
Par as 


COMPANY America’s Leading Coffee for restaurants, hotels and institutions © {4 
Roasting Plants From Coast to Coast « Main Plant: Chicago, Illinois *% * 


“o ree” 
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3rd WEEK EAST FALL SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


—prepared by Grace Thompson, assistant director of dietetics 


Miami Valley Hospital, Dayton, Ohio 





morning 


night 





| friday | thursday | wednesday | tuesday | monday 





Pineapple Juice (FS) 
or Orange Sections 
Cooked Wheat Cereal 
or Puffed Rice Cereal 
Soft Cooked Egg 


Limeade 
Irish Stew (F) or Cheeseburger on Bun (S) 
Parsley Potatoes 
Buttered Green Beans (FS) or Steamed Cabbage Wedge 
Mixed Vegetable Salad with Vinegar and Oil 
or Molded Fruit Nectar Salad 
Angel Food Cake (FS) or Kadota Figs 


Vegetable Soup with Crackers 
ee ry Sty Steak (F) 
loped Samo Casserole (S) 

pened Potato (FS) 
Buttered Peas (FS) or Whole Kernel Corn 
Banana and Peanut Butter Salad 

or Hard Cooked Egg with Ripe Olive Salad 
Fruit Cocktail (FS) or Peppermint Stick Ice Cream 





Fruit Compote (F) 
or Grapefruit 
Juice (S) 
Cornmeal 
or Bran Flake Cereal 
Bacon 
Sweet Roll 


Beef Broth with Crackers 
Baked Chicken with Noodles (FS) 
or Veal Croquette with Cream Sauce 
Oven Browned Potatoes 
Buttered Broccoli Spears (F) or Julienne Beets (S) 
Peach and Jelly Salad or Sliced Tomato Salad with Mayonnaise 
Boston Cream Pie (FS) or Royal Anne Cherries 


Chilled Boysenberry Nectar 
Baked Ham with Horseradish Sauce (F) 

or Eggs a la Goldenrod on Rusk (S) 
Candied Sweet Potatoes (F) 
Buttered —— Spears (FS) 

or Stewed Celery with Onion Bits 
— —— Salad with Holland Dressing 

ry and Frosted Grape Salad 

Pear hare ) or Blond Brownies 





Stewed Rhubarb (F) 
or Orange Juice (S) 
Cooked Wheat Cereal 
or Ready-to-eat Corn 
and Soy Cereal 
Poached Egg 


Julienne Soup with Crackers 
Open Faced Cheese and Bacon Sandwich (FS) 
or Roast Lamb with Mint Jelly 
Paprika Potatoes 
Baby Lima Beans (F) or Buttered Spinach (S) 
Tossed Salad with French Dressing or Grapefruit and Cherry Salad 
Raspberry Ice (FS) or Gingersnaps 


Chilled Apricot Nectar 

Roast Beef with Gravy (FS) or Stuffed Green Pepper 
Rhode Island Potatoes (FS) 

Buttered Carrots (FS) or Cauliflower with Pimento 
Molded Applesauce Salad or Macaroni Salad 

Plum Crumble (F) or Baked Custard (S) 








sunday | saturday 


3rd week market order for perishables (per 50 beds) 





(F)—Full Diet 





Melon Wedge (F) 
or Pineapple 
Juice (S) 
Cooked Rice Cereal 
or Corn Flakes 


Bacon 
Sugar Doughnut 


Fruit Juice Cocktail 
Turkey Pot Pie (F) or Roast Veal with Gravy (S) 
Mashed Potatoes (S) 
Stewed Tomatoes (F) or Glazed Acorn Squash (S) 
Coleslaw with Creamy Dressing 

or Banana Slice Salad 
Burnt Sugar Cake (FS) or Kadota Figs 


Navy Bean Soup with Crackers 
Breaded Pork Cutlet (F) 

or Individual Mushroom Souffle (S) 
Franconia Pow ted S) 
Buttered Peas (FS) or Buttered aaa Wedge 
Chef's Salad with Vinegar and Oil 

or Apricot and Cheese Salad 
Fruit Bars (F) or Diced Pears (S) 





Frozen Strawberries (F) 
or Grapefruit 
Juice (S) 
Oatmeal 
or Ready-to-eat 
Whole Wheat 


Cereal 
Scrambled Eggs 


Chilled Tangerine Juice 
Grilled Canadian Bacon Slices (F) 
or Egg Cutlet with Sauce (S) 
O’Brien Potatoes (FS) 
Buttered Green Beans (FS) 
or Buttered Cauliflower with Pimento 
Peach Pinwheel Salad or Cucumbers in Sour Cream Dressing 
Peanut Streusel Pie (F) 
or Appleberry Sauce with Whipped Cream (S) 


Mock Turtle Soup with Crackers 
Broiled Cod Steak with Tartar Sauce (FS) or Beef Stew 
Baked Idaho 4-7 with Butter (FS) 
Harvard Beets (FS 

or Whole Kernel Corn with Pimento and Green Pepper 
Mixed Green Salad with Thousand Island Dressing 

or “ee Crab Apple Salad 
Bread Pudding with Custard Sauce (FS) 

or Dark Sweet Cherries 





Stewed Prunes (F) 
or Orange Juice (S) 

Cooked Whole Wheat 
Cereal or Puffed 
Wheat Cereal 

Bacon 

Raisin Toast 


Soring Soup with Crackers 
Baked Veal Chop with Spiced Apple Ring (FS) 
or Chili with Hard Roll 
Hash Browned Potatoes (FS) 
Buttered Carrot Coins (FS) or Buttered Broccoli 
Combination Salad = French Dressing 
or Tinted Pear Salad 
Old Fashioned Rice Pudding (FS) or Stewed Rhubarb 


Cranberry Cocktail 
Fried Chicken with Gravy (F) 

or Chinese yA with Catsup (S) 
Mashed Potatoes (FS 
Spinach with Vinegar es) or Baked Eggplant 
Shredded Lettuce with Vinegar and Oil 

or Sliced Orange and Coconut Salad 

Oatmeal Cookies (F) or Canned Peeled Apricots (S) 





Grapefruit Juice (FS) 
or Applesauce 
Cooked Wheat Cereal 
or Ready-to-eat 
Rice Cereal 
Poached Egg 


Item, wedittetode, Amounts & No. of Servings 





(S)—Soft Diet 


Chicken Broth with Crackers 
Broiled Ham Slice with Mustard Sauce £ 

or Baked Beef Cubes with Noodles (S 
Lyonnaise Potatoes (F) 
Buttered — (FS) or Stewed Tomatoes 
Melon Ball Salad 

or Relish Plate — Celery Sticks, Radishes, Olives 
Peach Brown Betty (F) or Sherbet (S) 


(FS)—Full and Soft Diet 





Bread, butter and a choice of beverages are to be included with each meal. 


oa 
Item, iene Amounts & No. of i leialon 


Lemonade 
pone Steak (F) or Escalloped Oysters (S) 
Su org Potatoes (FS) 
Baked Squash (FS) or Buttered Brussels —_ 
Tossed Fresh Vegetable Salad with French Dressing 
or Fruit Chunk Salad 
Lemon Sponge Cake (FS) or Tokay Grapes 


Item, snatnadibinn: Amounts & No. of heiitis 





| Leg (B.R.T.) 





Ground Beef 
Steaks, Cubed 


Steaks, Round 


Stew 


Bacon, Canadian 
Bacon (Sliced) 
Ham (Puliman) 
Steaks (Boneless) 


Chops, Shoulder 
| Leg (B.R.T.) 


Shoulder, (Ground) 


Fillets, Canadian 
Galion, Selects 


BEEF 
Butt, Bottom (B.R.T.) U. S. Good 
U. S. Good, 5 Ib. pkg. 
U. S. Choice, 


U. S. Good, yearling 


24-26-1 Ib. 
Ready-to-eat 
Grade A 


POULTRY 
20 Ibs. 60 | Turkeys (Eviscerated) om. A 


15 Ibs. Ib. av. 


| Fryers (Eviscerated) Grade A, 2% Ib. av. 
15 lbs. 60 
FRESH FRUITS 
Ripe 
Crate, 45s 
Tokay 


60 | Bananas 
140 | Cantaloupe 
Grapes 
| Lemons 
40 Limes 
Oranges 


15 Ibs. 
35 Ibs. 


14 Ibs. 
176s 


FRESH VEGETABLES 
| Broccoli 
Cabbage 
Carrots 

Celery 
Cucumbers 
Eggplant 
Lettuce 

| Onions, Dry 
Parsley 
Peppers, Green 
Potatoes, Sweet 
Potatoes, White 
Radishes 
Romaine 


Bag 
Topped, bag 
Pascal, 30s 


Head, 48s 
Yellow, Bag 
Bunch 


Hamper 
Bag No. 1 
15 Ibs. Bunch 


3 qts. 





% bu. 
19 ibs. 
16 Ibs. 


Squash, Acorn 
Tomatoes 
Turnips, Yellow 


Repacked (5 x 6) 
75 Ibs. 
105 Ibs. 
FROZEN FRUITS 
Con., 32 oz. can 
Fresh, Chilled, gallon 
8 Ib. can 
Con., 32 oz. can 
Fresh, chilled, gallon 
8 Ib. can, 5-1 sugar 
Sliced, 8 Ib. can, 
5-1 sugar 
Con., 32 oz. can 


4 cans 
2 cans 
2 cans 
2 cans 
1 gal. 

3 cans 


Grapefruit Juice 
Grapefruit Sections 
Melon Balls 
Orange Juice 
Orange Sections 
Rhubarb 
Strawberries 


30 Ibs. 
1 crate 
5 Ibs. 
1 doz. 
9 doz. 


4 doz. 
2 cans 
Tangerine Juice 3 cans 
1 crate 
16 Ibs. 
82 Ibs. 

1 doz. 
17 cukes 
3 Ibs. 

1 crate 
50 Ibs. 

1 doz. 

9 Ibs. 
50 Ibs. 

400 Ibs. 
1 doz. 
8 heads 


FROZEN VEGETABLES 
Cuts, 2% Ib. pkg. 
Spears, 2% Ib. pkg. 
Cuts, 2% Ib. pkg. 
Small, green, 
2% \b. pkg. 
Stems and buds 
2% Ib. pkg. 
2% Ib. pkg. 
Buds, 2% Ib. Pikg. 
2% Ib. - tes 
Choppe 
2% " "pkg. 
3 Ib. pkg. 


15 Ibs. 
10 Ibs. 
30 Ibs. 


Asparagus 
Asparagus 
Beans, Green 


Beans, Lima 
15 Ibs. 


Broccoli 
2% Ibs. 


2% Ibs. 
5 Ibs 
20 Ibs. 


12% Ibs. 
15 Ibs. 


Brussels Sprouts 
Cauliflower 

Peas 

Spinach 


Squash, Winter 
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D URING RECENT years it has be- 
come evident to hospital and 
health authorities throughout the 
country that there is a great need 
for training and education in the 
housekeeping field. Housekeepers 
throughout Ohio began requesting 
training and authoritative material 
which would enable them to per- 
form their responsibilities more ef- 
fectively and more efficiently, so 
the Hospital Housekeeping Instruc- 
tor Training Program was initiated 
by the Ohio Hospital Association 
(OHA) through its Hospital House- 
keeping Committee and by the 
Trade and Industrial Vocational 
Education Service (TIVES) of the 
State Department of Education to 
serve this need. 

The following facts served to fo- 
cus attention on the need for an 
organized course of instruction to 
develop or improve on-the-job 
teaching of untrained or inade- 
quately trained housekeeping per- 
sonnel. 

I. In 1959 there were approxi- 
mately 6000 housekeeping person- 
nel of every age and every educa- 
tional background in 208 hospitals. 

2.,;To train this large group of 
employees effectively, planned in- 
struction is necessary. 

3. Only a few hospitals have 
been able to organize inservice 
training for their housekeeping 
personnel. 

4. Adequately trained house- 
keepers contribute to safer patient 
care. 

5. More confidence and security 
in performing their duties in- 
creases job satisfaction for the 
worker. 

Everyone associated with the 
medical and nursing care of pa- 
tients recognized these facts and 
was acutely aware of the increas- 
ing demand for practical ways to 


Donald R. Newkirk is associate director 
and Vera S. Egan is assistant to the direc- 
tor, Ohio Hospital Association. 
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A STATE-WIDE PROGRAM 
FOR IMPROVING 
HOUSEKEEPING SERVICES 





The authors describe a_ hospital 
housekeeping training and education 
program conducted on a _ state-wide 
basis and jointly sponsored by the state 
hospital association and the state de- 
partment of education. They also re- 
port the evaluative findings of a sur- 
vey to determine the usefulness of the 
entire program. 





train housekeeping personnel. 


PROGRAM DEVELOPMENT 


The program developed was de- 
signed for all sizes and types of 
hospitals, with special attention to 
the needs of small institutions. In 
any hospital, everyone benefits by 
the housekeeping training pro- 
gram; the patient, the nursing staff, 
the administrator and the house- 
keeper herself. 

In the fail of 1958 and the 
spring of 1959, the Housekeeping 
Committee of the Ohio Hospital 
Association met with Byrl R. 
Shoemaker, Ph.D., supervisor of 
Vocational Trade and Industrial 
Education, State Department of 
Education, for the purpose of dis- 
cussing the possible development 
of a hospital housekeeping train- 
ing program for the state of Ohio. 
The purpose of these meetings was 
to determine the type of program 
needed, assistance available from 
the state department of education 
and financing plans to implement 
the project. 

One proposal submitted was that 
this project could become a legiti- 
mate service of vocational educa- 
tion and that trade and industrial 
education funds could be used for 
salaries if matching funds could be 
secured for travel and other nec- 
essary expenses. The committee 
recommended that this means of 


by DONALD R. NEWKIRK 
and VERA S. EGAN 


financing the instruction be ac- 
cepted and that the OHA advance 
the money to match the funds 
available from the trade and in- 
dustrial education department. The 
committee further recommended 
that a $25 registration fee for each 
workshop participant be charged 
and that this money be used to 
reimburse the OHA for the money 
advanced to match state funds. The 
board of trustees of the OHA 
agreed to advance sufficient money 
to match state funds in order to 
carry out the program. 


WORKSHOPS PATTERN 


The next consideration of the 
committee was the pattern to be 
followed in providing workshops 
throughout the state. It was finally 
agreed that rather than employing 
several teacher trainers for a three 
or four-month period, to develop 
a high degree of skill and to pro- 
mote continuity, one person be em- 
ployed for one year. 

Since state and federal vocation- 
al education funds were to be 
utilized for the teacher training 
salary, it became essential that the 
program be administered by TIVES 
within the state department of ed- 
ucation. The state vocational divi- 
sion in turn contracted with the 
College of Education of Ohio State 
University to incorporate this pro- 
gram as a part of its trade and in- 
dustrial education services. The 
housekeeping committee of the 
OHA, at this point, became the 
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state advisory committee to the 
project and rendered invaluable 
services to the project throughout 
the year. 

The first phase of the project 
was the preparation of a “Hospital 
Housekeeping Instructor’s Guide” 
—a loose leaf manual on instruc- 
tional procedures, well illustrated 
and written in simple language, 
which could be used as a textbook 
for supervisors. It contains a guide 
for organizing a training program 
easily adapted to the needs of 
the individual hospital or nurs- 
ing home. Forty-three basic 
housekeeping job breakdowns most 
frequently performed by house- 
keeping personnel in hospitals 
throughout the country are incor- 
porated in this manual. Each job 
contains introductory information, 
tools needed, general safety prac- 
tices and the steps and key points 
essential to effective job perform- 
ance. 

The second phase of the project 
was to initiate the program. The 
Vocational Trade and Industrial 
Education Services of the State 
Department of Education and the 
Ohio Hospital Association assumed 
the responsibility for this task. 


On September 1, 1959, Alice 
Wayland, instructor-trainer of the 
program, started an intensive train- 
ing course under the supervision of 
Robert M. Reese, Ph.D., director of 
Trade and Industrial Vocational 


Education Services, Ohio State 
University. During this six weeks 
period of training, the program was 
developed and the hospital house- 
keeping instructor’s guide and oth- 
er material to be used in the pro- 
gram was prepared. 


PROGRAM OPERATION 
A letter explaining the program, 


and how to participate in it, was 
sent by the Ohio Hospital Associa- 
tion on September 9, 1959, to all 
hospitals and many nursing homes 
in Ohio. Included with the letter 
was an application form for work- 
shop attendance which was to be 
completed and returned with the 
$25 to the OHA. When the appli- 
cation was returned, it was for- 
warded to the instructor-trainer, 
who sent a letter to the adminis- 
trator of the institution acknowl- 
edging its receipt. 

After sufficient applications had 


been received from an area, a 


86 


three-day workshop for 10 to 12 
people was scheduled in a central 
location so that participants would 
not have to travel more than 30 or 
35 miles. It was indicated on the 
applications from each hospital 
whether workshop facilities would 
be available. From this informa- 
tion, the hospital most centrally 
located was selected and the ad- 
ministrator was informed that the 
instructor-trainer wished to hold a 
workshop in his hospital, the dates 
preferred for the workshop and 
the facilities needed. The hospital 
administrator responded by postal 
card. After details for the work- 
shop were completed, the adminis- 
trators were notified of the time 
and place of the workshop that 
their representatives were to at- 
tend, and a publicity release to be 
used in local and area newspapers 
was sent to the administrator of 
the hospital housing the workshop. 
It contained information about the 
housekeeping training program and 
the necessary facts about the work- 
shop. 


INSTRUCTIONAL PLAN 


In each local workshop, house- 
keeping supervisors were taught 
practical instructional techniques 
which were applicable to teaching 
housekeeping personnel. Each in- 
dividual practiced these techniques 
in teaching a specific procedure. 
The supervisors also learned how 
to analyze training needs and to 
organize, or reorganize, the house- 
keeping teaching program in their 
own institutions. Upon satisfactory 
completion of the course of study 
in the three-day workshop, the 
participant was presented with a 
certificate of attendance card. 

Immediately after the workshop, 
letters were written by the state 
instructor-trainer to the adminis- 
trators of the hospitals, which pro- 
vided workshop facilities, thanking 
them for their cooperation in the 
housekeeping training program. 
Approximately two weeks after 
each workshop, the teacher-trainer 
made an appointment for a follow- 
up visit to each supervisor in her 
own institution. The administrator 
and the housekeeping supervisor 
were sent separate letters of ap- 
pointment. The purpose of this 
visit was to help the supervisors 
with any problems they might 
have in starting or reorganizing 


their teaching programs, and to 
meet with the administrators for 
any necessary additional expla- 
nation of the procedure recom- 
mended. 

Approximately six weeks after 
the workshops, the teacher-trainer 
made an appointment for a second 
follow-up to each supervisor in his 
own institution. The same proce- 
dure was used for the second fol- 
low-up visit as was used for the 
first. After the second follow-up 
visit, the instructor-trainer evalu- 
ated the progress being made by 
the supervisor and the results be- 
ing accomplished. If satisfactory 
progress was made, the supervisor 
was awarded a certificate. 


WORKSHOPS REPORTS 

A state report on the workshops 
was made each month by the 
teacher-trainer. These reports con- 
tained such information as the date 
of the visit and the date that train- 
ing classes were started for the 
housekeeping personnel in each in- 
stitution. One copy of the report 
was sent to the state supervisor of 
trade and industrial education, one 
copy to the Ohio Hospital Associa- 
tion and one copy was retained by 
the teacher-trainer. The OHA in- 
cluded news items about the train- 
ing program in a number of its 
newsletters to stimulate registra- 
tion for workshops. 

Additional promotional letters 
were sent by the state hospital 
association to all Ohio hospitals 
which had not participated in the 
program, urging them to take ad- 
vantage of this service while it was 
available. Attached to each letter 
was a copy of the descriptive state- 
ment of the housekeeping training 
program and additional applica- 
tions for registration. 

The workshops were practical, 
down-to-earth courses organized 
formally from patterns that had 
proved to be the finest methods of 
teaching people to instruct others. 
The instructor workshops were de- 
signed to benefit all housekeeping 
personnel who have, or in the fu- 
ture may have, the job of instruct- 
ing workers in housekeeping meth- 
ods or the orientation of new 
workers. Participants were accept- 
ed from the ranks of executive 
housekeepers, assistant housekeep- 
ers, housekeeping floor supervisors, 
group leaders, or their equivalent. 
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The project was designed as a 
basis for a continuing program 
which is needed as urgently for 
housekeeping personnel as for the 
personnel of the many other hos- 
pital departments which contribute 
to better patient care. 


SCOPE OF SERVICE 


One hundred and nine hospitals 
and two nursing homes were served 
by the program. In a number of 
cases, more than one person was 
sent to a local workshop by the 
administrator, since 111 institu- 
tions were represented by 185 per- 
sons, This practice was encouraged 
so that the temporary loss of one 
housekeeping supervisor in a hos- 
pital would not seriously affect the 
program. 

Table I (right) reports 238 fol- 
low-up visits to hospitals and 
nursing homes, although the work- 
shop enrollment only totaled 185. 
This indicates that more than one 
person was contacted on a num- 
ber of occasions by the teacher- 
trainer during one visit. 

Table I also shows that at the 
time of the follow-up to each in- 
stitution, a total of almost 2350 
housekeeping personnel were found 
to be in organized training. This is 
a very conservative figure since 
many of the programs were just 
beginning at the time of the second 
and final follow-up visit. At the 
time this report was prepared, it 
was estimated that more than 4000 
housekeeping personnel had been 
provided better organized and more 
effective instruction as the result 
of the 18 workshops that had been 
held throughout the state during 
the year. 

The only serious question that 
could be raised concerning the re- 
sults of the project involves the 
failure of a large number of hospi- 
tals and nursing homes to take 
advantage of the opportunity pro- 
vided by this state-wide effort to 
improve housekeeping services 
through improved training. 

Table 2 (right) records the type 
and number of hospitals served by 
the program during the year. 

Much evidence shows increasing 
awareness and interest of hospital 
personnel in doing a better job in 
education and training. Because 
housekeeping services permeate all 
the other activities of hospitals, 
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Table 1—Hospital Housekeeping Training Program Statistical 


Summary September 1, 1959—August 31, 1960 








Number of Workshops 
Workshop Enrollment 
Hospitals Served 


Nursing Homes Served 


Number of Follow-up Visits 


Ww. i, 


of H LC 





P 


Total Housekeeping Personnel Employed 


Total Bed Capacity of Institutions Represented 


ing Personnel in Training* 








*As recorded on follow-up visit to each participating institution. 








and since every technique and 
service employed by housekeeping 
personnel is somehow interrelated 
with other hospital services, super- 
visors should train toward coor- 
dination of these services. There 
is no doubt that the patient will 
receive better and safer care from 
properly trained housekeeping em- 
ployees; the executive housekeeper 
will have more time to devote to 
her management responsibilities, 
and the administrator will receive 
fewer complaints from patients and 
from the doctors because safer and 
more efficient housekeeping serv- 
ices will be given. 

From an economic standpoint, a 
good training program helps re- 


duce personnel turnover. Further, 
a few well trained housekeeping 
employees can do a better job than 
many untrained or poorly trained 
workers. Also, the supervisor, her- 
self, will develop self-confidence 
in carrying out her job because 
she will know that she has been 
properly trained. She will realize 
that she is a recognized member of 
the hospital team, a fact that will 
give her considerable job satisfac- 
tion. 

Many of the participating hospi- 
tals had a housekeeping training 
program before the supervisor at- 
tended a workshop. Without ex- 
ception, however, when the follow- 
up visit was made, the supervisor 
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stated that the techniques learned 
at the workshop had improved the 
instruction and organization of the 
training program. In most of the 
visits, a conference was held with 
the administrator and the super- 
visor. The majority of the house- 
keeping supervisors had the full 
cooperation of their administra- 
tion, Following the completion of 
the hospital housekeeping training 
program, each participant was sent 
an evaluation sheet to be com- 
pleted and returned to the trade 


and industrial education services. 


PROGRAM QUALITY 


The following is a summary of 
the evaluation sheets returned by 
the participants. Sixty-three, or 34 
per cent, of the 185 participants in 
the program returned the evalua- 
tion form. 

Ninety-seven per cent of the re- 
spondents rated the “Workshop 
Plan” as excellent; 95 per cent 
rated the instruction as excellent; 
93.5 per cent rated the published 
instructor’s guide as excellent, and 
91.5 per cent stated that they had 
adequate opportunity to partici- 
pate in the instruction. 

The lowest response pertained 
to the follow-up plan; only 68 per 
cent thought that the follow-up 
plan was excellent, while 32 per 
cent regarded it as fair. 

Thirty-two per cent reported 
that the three-day workshops were 
“too short,” 67 per cent that the 
length was “about right” and one 
respondent stated they were “too 
long.” 

A review showed that 93 per 
cent of those responding com- 
mented that the first visit of the 
instructor-trainer was very helpful 
in getting the hospital program 
into operation, while 88.5 per cent 
thought the second visit was like- 
wise helpful. Seventy-four per cent 
believed that the first visit was 
scheduled at the appropriate in- 
terval of time after the workshop 
(two weeks) and 87.5 per cent re- 
garded the second visit also as 
coming at the right time (four 
weeks) to be of most value. Only 
one respondent believed that either 
follow-up visit was delayed be- 
yond reason. 

The greatest number of respons- 
es indicated the preferred time lag 
to be 30 days following the work- 
shop for the first visit and 60 days 


for the second. Although this ap- 
pears to differ from the previous 
question, one needs to realize that 
the participants voted nearly as 
high for 15 and 30-day intervals. 
It, therefore, appears evident that 
the plan of two and four-week in- 
tervals as scheduled in this project 
is generally satisfactory. 

A great variety of suggestions 
were received. The factor most 
frequently suggested was to extend 
the workshop time. The next sug- 
gestion was to add additional 
instructional units which again re- 
flect on the time element. A num- 
ber of participants expressed the 
hope that the program might be- 
come continuous—or at least con- 
tinue for a second year. 

One section concerned itself with 
how each participant was presently 
using the instruction they had re- 
ceived. Here again, a great variety 
of responses was received. The fol- 
lowing represent a number of 
these: 

“Tt has helped in working out an 
inspection system and breakdown 
of jobs.” 

“The manual is used in train- 
ing.” 

“T have used my training every 
day in instructing my help.” 

“Holding classes once a week.” 

“Training new employees and 
checking old employees.” 

“The course made me more con- 
scious of the importance of not 
overlooking the ‘steps’ in job dem- 
onstration; also taught me to be 
very specific when giving oral in- 
structions.” 

“By using the four steps when 
training workers.” 

“All men and most women have 
been trained; every piece of equip- 
ment is kept in place better and 
cleaner.” 

One section attempted to dis- 
cover how soon after the workshop 
participants started their own local 
in-service programs. 

In summarizing the responses, it 
was found that 68 per cent had 
their programs under way within 
one week after attending their 
workshops; 24.5 per cent had start- 
ed after one week, but less than 
three; and only 7.5 per cent took 
three or more weeks to get their 
programs organized and in opera- 
tion. Only one individual reported 
that, as yet, he had not been able 
to start his program. 


The responses to another section 
indicated that the 34 per cent re- 
sponding to the questionnaire have 
processed 723 persons through an 
in-service instructional program. 
Thirteen reported “all” of their 
personnel had been trained, but 
didn’t indicate how many persons 
were involved. 

Of those responding, 28.5 per 
cent reported no apparent change 
in labor turnover since the training 
had been provided; 37 per cent 
could report some reduction, and 
34.5 per cent thought there had 
been considerable reduction in la- 
bor turnover in their departments 
as a result of better on-the-job 
instructional programs, 

The final sections of this evalu- 
ative questionnaire provided many 
suggestions for future action, but 
no attempt is being made to sum- 
marize these in this report. 

In conclusion, the reaction of the 
participants in the hospital house- 
keeping training program indicates 
they were evidently well pleased 
with the planned program in all 
aspects except for its termination 
at the end of one year. Many 
voiced the opinion that more fol- 
low-up visits and a continuous 
state program would result in much 
improved housekeeping service 
within the hospitals of Ohio. 

These recommendations are made 
to assist in the development of any 
future program of this nature. It 
is recommended: 

1. That promotional letters be 
sent to the administrator and the 
executive housekeeper in separate 
envelopes. Quite often the admin- 
istrator was absent from his office 
and the notification did not reach 
the executive housekeeper in time 
to send a representative to a work- 
shop. 

2. That any future program of 
this nature be administered by the 
Trade and Industrial Vocational 
Education Services since one of 
their main functions is organizing 
and conducting vocational pro- 
grams for both private and public 
agencies. Their experiences are in- 
valuable in planning such training 
programs. 

3. That an advisory committee 
be organized and available as a 
source of advice and counsel to 
both the training personnel and 
the administration of the pro- 
gram. s 


HOSPITALS, J.A.H.A. 





Logic and decisions 


MANAGERIAL DECISION-MAKING, A 
LocicaL APPROACH. R. W. Morell. 
Milwaukee, Bruce Publishing Com- 
pany, 1960. 201 pp. $6. 

This book points out that one of 
the chief functions of the manager 
or administrator at any level is to 
make decisions. Dr. Morell does 
not join with others of his col- 
leagues by accepting the premise 
that decision making will become 
automatic through the use of com- 
puters and statistical techniques. 
Because decision making involves 
intangible and unmeasurable ele- 
ments, he insists, the final decision 
can rest only with management. 
Therefore, decisions will continue 
to be made by people. 

In the early chapters, the nature 
and pattern of decision making are 
discussed with liberal use of quo- 
tations from Chester I. Barnard, 
Herbert A. Simon and other emi- 
nent students of scientific manage- 
ment. Although this portion is 
somewhat encyclopedic, it is a use- 
ful, composite review for the 
reader. 

Later chapters discuss premises, 
logical properties of premises, in- 
cluding education, conversion, ob- 
version and contraposition, and 
other aspects of logic. Much of the 
text deals with the complexities of 
logical analysis which an _ indi- 
vidual unfamiliar with the science 
of logic may have difficulty in com- 
prehending. 

The book concludes with cases 
for analysis and decision. The ob- 
jective of the section is to provide 
the reader with opportunity to 
develop a logical method of think- 
ing in real-life situations. One case 
involves a hospital, but the prob- 
lem is not complex and is of little 
value to the hospital administrator. 

In summary, it is the reviewer’s 
opinion that this book would not 
be of direct value to the hospital 
administrator. It would be of more 
value as a text in schools of busi- 
ness administration.—RIcHARD D. 
VANDERWAREKER, vice president and 
general manager, Memorial Hospi- 
tal for Cancer and Allied Diseases, 
New York City. 
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Geriatric health forum 


POSITIVE HEALTH OF OLDER PEOPLE. 
National Health Council. New 
York, The Council, 1960. 131 pp. 
$2.25. 

This book contains summaries of 
papers on a variety of subjects re- 
lated to aging given at the National 
Health Forum on Aging in March 
1960. The subjects include perspec- 
tives of a healthy maturity, mental 
and emotional health, health serv- 
ices for the older person and fac- 
tors affecting health. 

Since the book contains only 
highlights of the forum without 
supporting documents or details of 
discussion leading to the conclu- 
sions and suggestions, it should be 
regarded as a synopsis rather than 
a source for either specific data or 
program descriptions. It may be 
useful to administrators of health 
care institutions and other health 
professions desiring a brief survey 
of existing opinion on the general 
subject of health of older people, 
as well as some of the current in- 
vestigations bearing on the subject. 
—HELEN D. McGuire, Assistant 
Secretary, Council on Professional 
Practice, American Hospital Asso- 
ciation. 


New publications in the 
hospital field 


CENTRAL SUPPLY YEARBOOK, VOLUME 
3. Hospital Topics. Chicago. Hos- 
pital Topics, 1961. 89 pp. $2.00. 

DEMAND FOR MEDICAL CARE; A STUDY 
OF THE CASE-LOAD IN THE BARROW 
AND FURNESS GROUP OF HOSPITALS. 
Gordon Forsyth and Robert F. L. 
Logan. London, Oxford University 
Press, 1960. 153 pp. $1.20. 

DrirREcTorY. American Osteopathic 
Hospital Association. Davenport, 
Ia., The Association, 1961. 84 pp. 
Free to members, $2.50 to non- 
members. 

Directory. Association of American 
Medical Colleges. Evanston, III., 
The Association, 1960. 202 pp. 
$1.00. 

ELEMENTS OF HEALTH INSURANCE TOo- 
DAY. Odin W. Anderson. New York, 
Health Information Foundation, 
1960. 20 pp. 

EMERGENCY RESCUE TRAINING. U.S. 
Office of Civil and Defense Mobi- 
lization. Washington, U.S. Govern- 
ment Printing Office, 1960. 54 pp. 
45 cents. 

EXISTING PROCEDURES FOR THE RECORD- 


ING OF CAUSES OF DEATH AND OTHER 
MEDICAL Facts RELATING TO BIRTH 
AND DEATH, M. Cakrtova. Geneva, 
Switzerland, World Health Organi- 
zation, 1960. 54 pp. 

FINANCIAL ASSISTANCE AVAILABLE FOR 
GRADUATE STUDY IN MEDICINE. As- 
sociation of American Medical 
Colleges. Evanston, Ill., The As- 
sociation, 1960. 174 pp. $2.50. 

GAINING ACCEPTANCE FOR MAJOR 
CHANGES. American Management 
Association. New York, The Asso- 
ciation, 1960. 63 pp. $1.50 to mem- 
bers, $2.25 to nonmembers. 

HANDBOOK OF NATIONAL ORGANIZA- 
TIONS WITH PLANS, PROGRAMS, AND 
SERVICES IN THE FIELD OF AGING. 
White House Conference on Aging. 
Washington, U.S. Government 
Printing Office, 1960. 117 pp. 

HEALTH INSURANCE BENEFITS FOR PER- 
SONAL HEALTH SERVICES; 1953 AND 
1958: NaTIon-Wipe Surveys. Odin 
W. Anderson, Patricia Collette and 
Jacob J. Feldman. New York, 
Health Information Foundation, 
1960. 23 pp. 

HOSPITAL PURCHASING FILE; DIRECTORY 
OF PRODUCTS, MANUFACTURERS’ 
CATALOGS, PURCHASING STANDARDS 
AND OTHER REFERENCE DaTA. Chi- 
cago, Purchasing Files, Inc., 1961. 
Various paging. $5.00. 

How AMERICAN BUYING HABITS 
CHANGE. U.S. Dept. of Labor. Wash- 
ington, U.S. Government Printing 
Office, 1959. 253 pp. $1.00. 

INDIAN HEALTH HIGHLIGHTs. 4th ed. 
U.S. Public Health Service. Divi- 
sion of Indian Health. Washington, 
U.S. Government Printing Office, 
1960. 77 pp. 

NATIONAL SURVEY OF PROFESSIONAL, 
ADMINISTRATIVE, TECHNICAL, AND 
CLERICAL Pay, WINTER 1959-60. 
U.S. Bureau of Labor Statistics. 
Washington, U.S. Government 
Printing Office, 1960. 49 pp. 35 
cents. 

NoIsE CONTROL IN HOSPITALS; Report 
of a follow-up enquiry. King Ed- 
ward’s Hospital Fund for London, 
London, The Fund, 1960. 31 pp. 1 
shilling. 

NURSING SERVICE IN HOMES FOR THE 
AGED. Franz Goldmann. New York, 
Council of Jewish Federations and 
Welfare Funds, 1960. 22 pp. 

PuBLic WELFARE DiIREcTorY. American 
Public Welfare Association. Chi- 
cago, the Association, 1961. 442 pp. 
$10.00. 

PosITIVE HEALTH OF OLDER PEOPLE; 
DISCUSSIONS AT THE 1960 NATIONAL 
HEALTH Forum. New York, Na- 
tional Health Council, 1960, 131 pp. 
$2.25. 

Source BooK oF HEALTH INSURANCE 
Data. Health Insurance Institute. 
New York, The Institute, 1960. 80 
pp. 25 cents. 

YEARBOOK OF JEWISH SOCIAL SERVICES. 
Council of Jewish Federations and 
Welfare Funds. New York, The 
Council, 1960. Various paging. 
$1.00. 
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fensonnel changes 


@ Charles A. Bowen has been appointed to the newly 
created position of assistant administrator of Park 
City Hospital, Bridgeport, Conn. Mr. Bowen, who 
recently retired from the United States Navy, as- 
sumed his new duties on June 1. He attended the 
Naval School of Hospital Administration in Bethesda, 
Md. 


@ George S$. Buis recently took over the duties of 
director at Salem (Mass.) Hospital. He was previously 
director of the program of hospital administration in 
the department of public health of the Yale School 
of Medicine. From 1946 to 1950 Mr. Buis was associ- 
ate director of the American College of Hospital Ad- 
ministrators, George $. Watts, who has been acting 
director of Salem Hospital for the past ten months, 
will continue as assistant director. 


@ Charles H. Cartwright has been appointed administra- 
tor of Eaton Rapids (Mich.) Community Hospital. He 
replaces Edward B. McRee, who resigned recently to be- 
come superintendent of Ingham Medical Hospital, 
Lansing, Mich. Mr. Cartwright was formerly chief 
laboratory technician at the hospital. 


@ George R. Clammer, M.D., formerly director of pro- 
fessional services at the Veterans Administration Hos- 
pital, Philadelphia, has been appointed manager of 
the Veterans Administration Hospital, Fort Wayne, 
Ind. He succeeds Robert J. Scott, M.D., who has been 
transferred as manager to the Veterans Administra- 
tion Hospital, Richmond, Va. 


@ Marshall P. Coffee Jr. (see Petring item). 


@ Jeremiah A. Dailey, M.D., has recently accepted the 
position of director of medical education and research 
at St. Joseph’s Hospital, Providence, R.I., and Our 
Lady of Fatima Hospital, North Providence, R.I. For 
the past two years Dr. Dailey served as director of 
health for the State of Rhode Island. He holds a 
master’s degree in hospital administration from Bay- 
lor University, Dallas, Tex. 


@ Marilyn D. Dodd, R.N., has been appointed administra- 
tor of Valley Doctors Hospital, North Hollywood, 
Calif. Miss Dodd has been director of nurses and 
director of the School of Practical Nursing for the 
past five years. She will be succeeded by Mrs. Catherine 
Hoyt, former assistant director. 


@ Roger G. Dvorak, has recently began a new position as 
assistant hospital administrative services director at 
Philadelphia General Hospital. He is a graduate of 
the University of Minnesota’s course in hospital ad- 
ministration. 


@ Daniel E. Gay has been named executive director of 
the Delaware Valley Hospital Council, Philadelphia, 
effective August 1. Mr. Gay has been administrator of 
Memorial Hospital of Chatham County, Savannah, 
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Ga. He is a past president of the Georgia Hospital 
Association and of the Philadelphia Hospital Associa- 
tion, 


@ Harry C. F. Gifford, administrator of the Community 
Hospital at Glen Cove, N.Y., since 1949, has been 
appointed executive director of the Springfield 
(Mass.) Hospital. Mr. Gifford attended the Columbia 
University School of Hospital Administration. He 
served as president, from 1954 to 1955, of the New 
York State Hospital Council, and is currently a visit- 
ing instructor at the Columbia University School of 
Hospital Administration. 


@ Mrs. Catherine Hoyt (see Dodd item). 
@ Edward B. McRee (see Cartwright item). 


@ William D. Mulinix began new duties as administrator 
of the Talley-Walker Hospital and Clinic, Marlow, 
Okla., May 8. He had been with Muskogee General 
Hospital since 1954, serving as assistant administrator 
since 1959. 


MR. MULINIX MR. PETRING MR. PRICE 


@ Marshall C. Petring has been named assistant admin- 
istrator of Shadyside Hospital, Pittsburgh, to succeed 
Maurice P. Coffee Jr., who recently became associate 
director of Jefferson Medical College Hospital, Phila- 
delphia. Mr. Petring attended the University of Chi- 
cago program in hospital administration, and served 
his administrative residency at Cleveland Metropoli- 
tan General Hospital, where he became administra- 
tive assistant in 1958. 


@ Delbert L. Price, administrator of the Children’s Me- 
morial Hospital, Chicago, for the past ten years, has 
been appointed vice president of Gordon A. Friesen 
Associates, Inc., hospital consultants. He will join the 
firm’s Washington, D.C., headquarters on September 
1. Mr. Price is a graduate of the University of Chicago 
program in hospital administration. He is a member 
of the board of regents of the American College of 
Hospital Administrators, a member of the house of 
delegates of the American Hospital Association and 
past president of the Illinois Hospital Association and 
the Chicago Hospital Council. 


@ Robert J. Scott, M.D. (see Clammer item). 


@ George $. Watts (see Buis item). 
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Housing Law Provides More Aid in Health Fields 


The Housing Act of 1961, signed by President Ken- 
nedy on June 30, provides increased federal aid in 
rental housing for the elderly, in mortgage insurance 
for proprietary nursing homes and in loans to hospi- 
tals for housing of interns, residents and student 
nurses. There is now a ceiling of $125 million author- 
ized for direct loans for construction and rehabilita- 
tion of rental housing for senior citizens. This is an 
increase of $75 million over the previous ceiling of 
$50 million. The $125 million is also $25 million more 
than had been requested by President Kennedy. The 
sum actually appropriated for the program was still 
at $20 million—the amount approved by the 1960 
Congress. However, the President had asked for addi- 
tional appropriations early this year. 

The new housing law also raises the ceiling for 
mortgage insurance for proprietary nursing homes. 
It is now up to 90 per cent in place of 75 per cent of 
the estimated value of the property or project when 
the proposed improvements are completed. 

Additional funds were also authorized for loans 
to hospitals for housing of student nurses, interns 
and residents. The old ceiling was $100 million. Under 
the new housing law, $30 million was added as of 
July 1, 1961. An additional $30 million will be added 
each year for the next three years—on July 1 in 
1962, 1963 and 1964. 

The 1961 housing law also includes, for the first 
time, the extension of certain federal urban renewal 
programs to public and nonprofit hospitals. This was 
requested by AHA in Congressional hearings on 
housing legislation. 


AHA Testifying on 
Aged Health Care Bill 


With the announcement that the House Ways and 
Means Committee would begin public hearings July 
24 on pending aged health care bills, the American 
Hospital Association asked to be heard. The request 
was made on July 17 in a letter to Rep. Wilbur D. 
Mills (D-Ark.), chairman of the committee. The AHA 
said that “as the legislation deals largely with hospi- 
tal services, we believe it would be advantageous to 
the committee to have the views of the hospital field 
early in its consideration of the bill’. 

The Ways and Means Committee hearings were 
pegged to H.R.4222, introduced by Rep. Cecil King 
(D-Calif.). Called the “Health Insurance Benefits 
Act of 1961,” this bill was introduced at the request 
of President John F. Kennedy. It would provide fi- 
nancing through the social security system of certain 
inhospital, nursing home, home health and outpatient 
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hospital diagnostic services. Its companion bill in the 
Senate is S.909, introduced by Sen. Clinton Anderson 
(D-N. Mex.). Both bills have been pending since 
February 13. The Senate is not expected to take any 
action until the House has completed consideration of 
the King measure. 

As of mid-July, there was no official statement 
from the House Ways and Means Committee regard- 
ing the potential length of the aged health care hear- 
ings. In his announcement of the hearings, Chairman 
Mills indicated he intended to avoid needless repeti- 
tion of similar points of view. He also stressed the 
committee’s desire for “specific factual information 
which would be of assistance to the committee in 
evaluating the various aspects of the President’s pro- 
posal (for aged health care) and other alternatives 
which have been or may be suggested”. 

Any conclusive action in the 1961 session of Con- 
gress appeared doubtful. House Speaker Sam Ray- 
burn (D-Tex.) had been asked by Washington news 
correspondents on July 11 about the possibilities of 
House action this year on aged health care. His reply 
was: “We won't take that up this year.” 


Kefauver Supports 
Generic Names for Drugs 


Hearings on 1961 drug industry legislation opened 
on schedule July 5. Two days of initial hearings were 
followed by a recess and the sessions resumed on July 
18. The bill under consideration was S.1552, intro- 
duced by Sen. Estes Kefauver (D-Tenn.). He is 
chairman of the Senate Antitrust and Monopoly Sub- 
committee, which was holding the hearings. 

In his opening statement, Senator Kefauver made 
certain points on generic names for drugs. Making 
it clear he was talking about unpatented drugs, he 
said “it is usually possible for the consumer to achieve 
substantial savings” if a prescription is written in 
the generic or official name rather than a particular 
company’s trade name for the drug. Answering pos- 
sible arguments that generic names could be “long, 
complex (and) unpronounceable,” he said the pend- 
ing bill would give responsibility for establishing the 
names to the Secretary of Health, Education, and 
Welfare. The HEW Secretary, he continued, would 
use the tests of “usefulness and simplicity”. Senator 
Kefauver also emphasized that the pending bill pro- 
vides for federal licensing of all companies manufac- 
turing ethical drugs. Standards established by the 
HEW Secretary, he added, would be those “necessary 
to ensure the continued chemical structure, strength, 
quality, purity, safety and efficacy of the drugs”. 
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THE LAW IN BRIEF 








Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


The Unwilling Mental Patient 


A patient who is brought to a hospital to be ad- 
mitted for mental treatment may be understandably 
reluctant. He may protest that he is being “Shang- 
haied” or “railroaded’”. But what if, in fact, he is 
the victim of someone’s bad faith? Where do his legal 
remedies lie? Who may be liable? 

A case has been reported in California which con- 
siders these questions. Maben v. Rankin, 358 P. 2d 
681 (Calif., 1961). The plaintiff was a woman who 
complained that she was taken to the psychiatric 
ward of a nonprofit hospital and given shock treat- 
ments at the order of Dr. X, contrary to her wishes. 
The doctor had examined the patient at her husband’s 
request. Her behavior was not a manifestation of 
mental illness, she professed, but rather a reaction 
to the unfaithfulness of her husband. The testimony 
showed that she was not mentally ill at the time and 
that the doctor forcibly administered an injection to 
overcome her refusal to be hospitalized. The trial 
court jury found for the woman against the defendant 
psychiatrist and the medical clinic in which he was a 
partner. 


CALIFORNIA CONCLUSION 


The jury had been instructed that it was the burden 
of the physician to prove that the husband consented 
in good faith, on behalf of his wife, for her restraint 
and treatment. The highest court of the state reversed 
the verdict because the judge’s instruction placed too 
great a burden of proof upon the doctor regarding 
the husband’s good faith. The physician (and presum- 
ably this would apply to hospital personnel and to 
the hospital corporation) is not required to investi- 
gate whether the consenting spouse has an ulterior 
motive unless the circumstances of the situation place 
him on notice of possible foul play. Good faith on the 
part of the healers is presumed and it is for the plain- 
tiff to disprove this presumption. 

Having absolved the psychiatrist of an obligation 
to delve into the consenting husband’s intent, the 
court discussed the hospital’s responsibility in the 
admitting procedure. California statutes provide that 
when a person is taken or admitted to a private 
mental institution, involuntarily, (1) there must be 
a written statement by at least one licensed physi- 
cian, not financially connected with the institution, 
who has examined the patient within three days of 
admission; (2) the physician’s statement must certify 
to the examination and state the need for care and 
This material is not lego! advice. The information on this page should not be 


used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bor. 


92 


treatment of the patient in the institution; (3) the 
patient must be permitted to notify others in writing 
concerning his detention; (4) the patient, a relative 
or a friend, may request the institution to bring about 
a court hearing to determine the need for institu- 
tionalization; (5) detention is limited to 90 days in 
absence of either a court order, the patient’s request, 
or further certification executed by two doctors, and 
(6) a physician who acts in good faith is exempt 
from liability for false imprisonment, but not from 
malpractice. 


HOSPITAL'S CULPABILITY 


The court declared that the hospital failed to com- 
ply with the statutory requirements. Instead of the 
prescribed documents, the hospital could produce only 
a summary sheet containing a final diagnosis dated 
two weeks after admission and an undated personal 
history form. Hence, the institution did not obtain 
the necessary certification and exposed itself to statu- 
tory liability. 

In summary the court advised that: 

—lInvoluntary hospitalization of a person in a men- 
tal institution in violation of the statute constitutes 
false imprisonment. 

—Insofar as force is used to accomplish the unlaw- 
ful detention, there is liability for assault and battery. 

—Use of force in treatment of a patient in a mental 
hospital is not necessarily actionable although such 
force could bring liability if used for the detention. 

—In determining damages, benefits conferred by 
a wrongful act should be taken into account. 

While the statute discussed was exclusively Cali- 
fornia law, the principles related are of general appli- 
cation. Hospitals which accept involuntary patients 
for mental treatment must observe legal prerequi- 
sites or risk possible actions of false imprisonment 
or assault and battery. Evidently they need not in- 
vestigate the apparent good faith of relatives who 
seek the patient’s admission, however. 


IRREGULAR TREATMENT 


At times there may be difficulty in distinguishing 
between psychotherapy and brutality in the mental 
institution. One court, however, has held that beating 
an incompetent patient on several occasions is not 
within the bounds of proper treatment. Hammer v. 
Rosen, 165 N.E. 2d 756 (N.Y., 1960). 

Three nonprofessional witnesses attested to the 
beatings. The psychiatrist-defendant protested that 
in absence of expert testimony there could be no 
adverse judgment as to his method of treatment. 
“The very nature of the acts complained of bespeaks 
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improper treatment and malpractice”, said the high- 
est court in New York State. The nonexpert witnesses 
made out a prima facie case of malpractice which, 
if uncontradicted, unexplained and believed by the 
jury, would require a verdict for the plaintiff. It 
was the burden of the physician at this stage to offer 
evidence that his method of treatment was medically 
acceptable, with the decision up to the jury. There- 
fore, this case should have been allowed to go to 
the jury at the trial court level, the opinion stated. 

While based on an extreme example, this litigation 
demonstrates that expert professional testimony is 
not necessary if the alleged malpractice was of such 
an obvious nature that ordinary laymen could reach 
a reliable conclusion based on their own knowledge 
and experience. Instances of scalding hot water 
bottles, slippery floors, lost surgical sponges and per- 
haps errors in blood typing, as examples, may be 
shown to be negligence without the need for expert 
medical testimony. The implications of this emerg- 
ing principle are as serious for hospital defendants 
as for physicians. 


Public Hospital’s Right to Payment 


Even in absence of clear statutory authority, a 
governmental hospital in Michigan is entitled to pay- 
ment for emergency services. The Supreme Court of 
that state has so ruled in a case peculiarly lacking in 
precedent. 

The patient was 87, had no relatives and was 
brought to a public hospital after collapsing in a 
grocery store. She was first removed to the police 
receiving hospital; later she was transferred to a hos- 
pital which cared for patients under a contract with 
the city of Detroit. There she remained for 11 months. 
After the patient’s death, a claim was submitted by 
the city in the amount of $3218.30 to be assessed 
against the deceased’s estate, comprised mostly of a 
home worth approximately $7000. Since the patient 
had owned the home, she was ineligible for relief and 
welfare services during her lifetime. 


RIGHT TO GIVE, NOT TO RECEIVE? 


The probate court allowed the city’s claim and the 
executor of the deceased’s estate appealed. He main- 
tained that there was no contract between the patient 
and the city for compensable treatment because (1) 
the patient was mentally incompetent when she 
entered the hospital and (2) the city is only em- 
powered to operate a public hospital, but not to make 
charges for services rendered there. 

The court addressed itself to the last point first and 
observed that while the statute authorizes the city 
hospital to be paid for care given to welfare patients, 
it does not require payment for nonwelfare cases. In 
counties, however, under similar situations, hospi- 
tals are paid by the state department of social welfare 
or by the county. The same principle ought to apply 
in Detroit, too, the court reasoned. A public (that is, 
governmental) hospital is not one which renders only 
free care. Unless the statutes are specifically restric- 
tive, a public hospital may make charges for the 
treatment it renders. 

With regard to the existence of a contract for the 
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patient to pay for care in a public hospital, the court 
found a paucity of prior cases. It preferred to rely 
upon the publications of the American Law Institute, 
an unofficial scholarly body, which recommended this 
principle of law: 

“A person who has supplied things or services to 
another, although acting without the other’s knowl- 
edge or consent, is entitled to payment therefore if 
(a) he was not merely a meddlesome volunteer, (b) 
he expected to be paid, (c) the services were neces- 
sary to prevent serious bodily harm or pain, (d) he 
expected that the beneficiary of the services would 
have consented if competent and (e) specific con- 
sent was impossible because of extreme youth or 
mental impairment.” 


CONTRACT TO PAY IS IMPLIED 


Analogous situations relied upon by the court were 
those of the spectator at an emergency who renders 
volunteer services and deserves compensation, and 
the recognized legal fiction of “implied contract” 
when the beneficiary is incompetent to enter into any 
agreement to reimburse another for needed services. 
The rationale for these views is to encourage the 
prompt treatment of those in need without delay to 
ascertain the solvency of the unfortunate ones. Conse- 
quently, the deceased’s estate in this case was required 
to pay the city for the costs of her last illness, thus 
substantially depleting the small estate. In re Crisan, 
107 N.W. 2d 907 (Mich., 1961). 


Updating New Jersey IV Rules 


“The Law in Brief” for June 1, 1961, p. 94, reported 
a 1959 ruling of the New Jersey Board of Nursing 
which has been superseded. The item appeared in a 
consideration of the various state laws and regula- 
tions relating to intravenous therapy and nurses. It is 
no longer required in New Jersey for those nurses 
specially trained in intravenous procedures to be di- 
rectly and personally supervised by a licensed physi- 
cian. 

As of April 28, 1961, the New Jersey Board of 
Nursing has authorized administration of intravenous 
therapy by registered nurses if they have received a 
special course of instruction in these procedures, have 
been granted approval by the medical staff of their 
hospitals, and the specific treatment is administered 
at the direction of a licensed physician. The authori- 
zation is limited to registered nurses and to seven 
categories of medications. The qualified nurse also 
may give blood intravenously provided there is pres- 
ent a qualified member of the IV therapy team or 
a nurse who is certified in IV procedures by the medi- 
cal board and whose primary function on duty or call 
is IV therapy. 

Thus, by resolutions adopted in 1959, 1960 and 1961, 
the New Jersey Board of Nursing has helped to clarify 
the status of nurses in relation to IV medications. As 
the employer of the largest number of nurses in the 
state, hospitals are now better able to judge the ex- 
tent to which nurses may be utilized in IV treatments 
without risking legal liability for the institutions. The 
nurses, by following the regulations, receive similar 
protection. 
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IN CHICAGO— 


AOA House of Delegates Vows to Maintain 
Separate School of Medical Practice 





In a statement by its board of trustees, the American Osteopathic 
Association (AOA) again declared that it will continue as a separate 
and complete school of medical practice and “that it will resist all efforts 
to be absorbed, amalgamated or destroyed.” 

Issued in connection with a meeting of the AOA House of Delegates 


in Chicago, July 10-12, the state- 
ment was prompted by a recent 
action of the American Medical 
Association House of Delegates in 
New York. The AMA action gave 
state medical societies policy-mak- 
ing power on relationships between 
doctors of medicine and certain 
osteopathic physicians, 

The AOA statement declared 
that “the American Osteopathic 
Association firmly believes that the 
AMA has chosen to deprecate the 
osteopathic profession not because 
of its scientific concepts but for 
purely political motives.” 

“The AMA,” the statement con- 
tinued, “thas recognized that it can- 
not ignore the osteopathic profes- 
sion out of existence and that a 
vast majority of osteopathic phy- 
sicians will not meekly submit to 
amalgamation or absorbtion. The 
AMA hopes that by granting their 
state societies the right to decide 
who shall and who shall not be 
‘legitimate,’ this profession will be 
weakened from within and that 
through internal dissension it will 
be ultimately destroyed.” 

In another AOA statement, the 
boara of directors denied the AMA’s 
assertion that there is a difference 
between the practice of osteopathy 
and the practice of osteopathic 
medicine, defining osteopathy or 
osteopathic medicine as “a philoso- 
phy, a science and an art.” “The 
practice of osteopathy,” the state- 
ment read, “is not and cannot be 
differentiated from the practice of 
osteopathic medicine or osteopathic 
medicine and surgery.” It further 
stated that “osteopathic physicians 
and surgeons have no need or de- 
sire to be graded by the AMA to 
determine their level of practice 
or education.” 

In a report to the AOA House 
of Delegates, Charles L. Naylor, 
D.O., Ravenna, Ohio, who was in- 
stalled as new president of the 
association, said, “If the American 
Osteopathic Association is deter- 
mined to survive, progress and 
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continue its purpose, it will have 
to unite in a manner by which its 
strength and determination can be 
effective.” Dr. Naylor made the 
following recommendations which 
were adopted by the AOA House 
of Delegates: 

1. That the osteopathic profes- 
sion and the AOA continue to resist 
vigorously all efforts externally 
and internally to destroy its scien- 
tific and political independence. 

2. That the house of delegates 
denounce the California Osteo- 
pathic Association, the California 
Medical Association and the Amer- 
ican Medical Association “for their 
betrayal of the public trust and 
working for the elimination of the 
osteopathic profession in the state 
of California and elsewhere, there- 
by attempting to create a medical 
monopoly.” 

3. That the association immedi- 
ately accelerate its research pro- 
grams relative to the basic contri- 
butions of the osteopathic school 
of medicine. 

4. That the Michigan resolution 
of 1959 be reaffirmed. It reads: 

“That the osteopathic school of 
medicine in the interest of provid- 
ing the best possible health care to 
the public, shall maintain its status 
as a separate and a complete school 
of medicine, cooperating with all 
other agencies and groups that sin- 
cerely promote the same objective 
when that cooperation is on an 
equal basis granting full recogni- 
tion to the autonomy and contribu- 
tion of the osteopathic school of 
medicine.” 

Charles W. Sauter II, D.O., Gard- 
ner, Mass., was named president- 
elect of the AOA at the meeting. ® 


Architectural Credits 


In the article, “A Medical Cen- 
ter for Puerto Rico” (HOSPITALS, 
J.A.H.A., June 16, 1961) the firm of 
Isadore and Zachary Rosenfield 
was identified as responsible for 
the master plan, but architectural 


credits for individual components 
of the center were not included. 
They are as follows: 

Efrain E. Perez-Chanis—housing 
and dormitories; Joaquin Rodri- 
guez Benitez—bio-medical build- 
ing, oncologic hospital, community 
rehabilitation center; York and 
Sawyer—municipal hospital; Isa- 
dore and Zachary Rosenfield— 
power plant, laundry, warehouse- 
garage, district hospital, pediatric 
building, cafeteria, medical sciences 
building, central building, indus- 
trial hospital, nursing home. s 


Walter J. McNerney Named 
Blue Cross Association Head 


Walter J. McNerney, professor 
and director of the Bureau of 
Hospital Administration, School of 
Business Administration, the Uni- 
versity of Michigan, has been 
elected president of the Blue Cross 
Association. The appointment was 
announced by the association July 
24, and will become effective 
August 14. 

Mr. McNerney succeeds James E. 
Stuart, who became president of 
Blue Cross As- 
sociation in 
1960, and is now 
chairman of the 
board of gover- 
nors of the asso- 
ciation. 

The 36-year- 
old president 
has recently 
completed the 
direction of a 
three-year 
study of hospital practices under a 
$380,000 Kellogg Foundation grant. 
The study concentrated on admis- 
sion practices and utilization of 
voluntary hospitals, and is already 
regarded as one of the most sig- 
nificant steps taken in the study 
and control of hospital costs. His 
report of the study, “Hospital and 
Medical Economics,” will be pub- 
lished in two volumes this fall by 
the Educational Trust of the Amer- 
ican Hospital Association. 

Mr. McNerney, a native of New 
Haven, Conn., graduated from Yale 
University in 1947 with a bachelor 
of science degree in industrial ad- 
ministration. He received his mas- 
ter’s degree in hospital administra- 
tion at the University of Minnesota 
in 1950, and served his adminis- 
trative residency at Rhode Island 
Hospital, Providence. From 1950 to 


HOSPITALS, J.A.H.A. 


MR. McNERNEY 





1953 he was assistant to the co- 
ordinator of the hospital and clinics 
of the University of Pittsburgh 
Medical Center while serving as 
instructor and assistant professor 
of hospital administration in the 
university’s graduate school. 

In 1953, he joined the staff of 
the University of Michigan pro- 
gram in hospital administration, 
where, in 1958, he became full pro- 
fessor and director of the Bureau 
of Hospital Administration. 

Mr. McNerney is presently chair- 
man of the Committee on Research 
of the American Hospital Associa- 
tion’s Council on Research and 
Education. He is also active on 
committees of the American Col- 
lege of Surgeons, the W. K. Kel- 
logg Foundation, the American 
Medical Association and the Michi- 
gan Hospital Association. He is the 
author of numerous articles in pro- 
fessional journals on the hospital- 
community relationship, hospital 
economics and the Blue Cross-hos- 
pital partnership. a 


New Officers, Trustees 
Announced by AMA 


George M. Fister, M.D., Ogden, 
Utah, member of the AMA board 
of trustees and previously a mem- 
ber of the House of Delegates, 
was named president-elect of the 
American Medical Association at 
its annual meeting in June in New 
York. Dr. Fister will become presi- 
dent at the June 1962 annual meet- 
ing in Chicago, succeeding Leonard 
W. Larson, M.D., of Bismarck, 
N. Dak., who assumed office at an 
inaugural ceremony held during 
this year’s annual meeting. (A re- 
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port of the actions of the AMA 
House of Delegates at the meeting 
appears on page 47.) 

Other officers named at the meet- 
ing were Eustace A. Allen, M.D., 
Atlanta, vice president; Norman A. 
Welch, M.D., Boston, speaker of the 
House, and Milford O. Rouse, M.D., 
Dailas, Tex., vice speaker. 

Elected to the board of trustees 
were Wesley W. Hall, M.D., Reno, 
Nev., to succeed Dr. Fister; Homer 
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L. Pearson Jr., M.D., Miami, Fla., 
to replace Julian P. Price, M.D., 
Florence, S.C., and Charles L. Hud- 
son, M.D., Cleveland, to finish the 


term of the late Dr. Cleon A. Nafe 
of Indianapolis. The board named 
the following officers: Chairman, 
Hugh Hussey, M.D., Washington, 
D.C.; vice chairman, Percy Hop- 
kins, M.D., Chicago, and secretary, 
James Z. Appel, M.D., Lancaster, 
Pa. 


Group Elects 


Upper Midwest Hospital Conference: 
President, Jack L. Rogers, admin- 
istrator, Sioux Valley Hospital, 
Sioux Falls, S. Dak.; president- 
elect, James A. Anderson, admin- 
istrator, Lutheran Hospital of Fort 
Dodge, Iowa. 








ee 


MORE than meets the eye 


When 
the Hollister Line-O- 
Vision bed and room 
sign catches your eye, 
you know at a glance 
that this bright and ver- 


satile sign is the easiest 


to read. Its unique design 
slants the message from any 
angle—upward from the bed, 
downward from wall or door. 


But there’s more to this hard- 
working sign than meets the 


Quickly ‘written’’— 
nurse slips 

printed card 

into slot. 


eye! Line-O-Vision brings ur- 
gent orders direct to the patient's 
bedside, the treatment site. The 
colorful reminder cards attract 
staff attention, minimize chance of 


error. 

save nurses’ time, eliminating hand- 
written messages that may be 
overlooked, misunderstood, 

















Easily checked— 
staff attention 

is drawn to 
colorful reminder. 


These printed reminders 


mislaid, or blown away. 
Line-O-Vision holds 
all reminders safe, 
clean, clear, beautiful. 
Patients and visitors 
appreciate its pro- 
fessional and 
cheerful look. 
Write for free 
brochure and 
ask about 
thirty- 
day 
offer. 


the LINE-O-VISION bed sign 


INCORPORATED 
833 North Orleans Street, Chicago 10, Illinois 
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CALL CONVENING THE 
HOUSE OF DELEGATES 


Under the authority of the Bylaws 
of the American Hospital Association 
and by direction of Frank S. Groner, 
president, I, Maurice J. Norby, secre- 
tary of the House of Delegates, hereby 
issue this, the official call, to the mem- 
bers of the House of Delegates to con- 
vene in Atlantic City, N.J., on Tuesday, 
September 26, 1961, at 9 a.m., in 
the American Room of the Traymore 
Hotel, for the transaction of the busi- 
ness of the Association, to receive the 
reports of the several councils and 
committees, to consider resolutions pre- 
sented, for the election of officers, for 
the consideration of new business and 
of any other matters pertaining to the 
Association brought to the attention 
of the House of Delegates by the pres- 
ident, the members of the Board of 
Trustees or the members of the House 
of Delegates. 

The House of Delegates will also 
meet at 9 a.m., on September 27 and 
28, 1961, in the American Room 
of the Traymore Hotel, and at such 
other times during the period Septem- 
ber 26 through September 28, 1961, 
in such other locations in Atlantic City 
as shall be determined by the Board 
of Trustees or the House of Delegates 
as being necessary to complete the 
business of the House of Delegates. 

Accomplished at the offices of the 
American Hospital Association, 840 
North Lake Shore Drive, Chicago 11, 
Illinois, this twenty-sixth day of June, 
1961. 

(signed) 
MAURICE J. NORBY 
Secretary 


NOTICE OF MEETINGS OF 
COMMITTEE ON NOMINATIONS 


In accordance with the Bylaws of 
the American Hospital Association, the 
members are hereby notified of the 
forthcoming meetings of the Commit- 
tee on Nominations in Atlantic City at 
the time of the annual convention. 

The first meeting will be held on 
Monday, September 25, from 1:30 
p-m. until 2:30 p.m., in Room 8 of 
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the Convention Hall. The second meet- 
ing will be held Tuesday, September 
26, from 8:30 a.m. until 9 a.m., 
in the Club Room of the Traymore 
Hotel. 

Members may submit names to the 
committee for consideration either by 
mail or by personal appearance before 
the committee in Atlantic City. Officers 
to be nominated are a president-elect, 
a treasurer for a one-year term, and 
three members of the Board of Trus- 
tees, each for a three-year term. The 
committee will also nominate four 
Delegates at Large, each for a three- 
year term. The slate of nominations 
will be presented to the House of Dele- 
gates on Wednesday, September 27. 

The chairman of the Committee on 
Nominations is Albert W. Snoke, M.D., 
director of Grace-New Haven Commu- 
nity Hospital, 789 Howard Avenue, 
New Haven 4, Conn. Other committee 
members are: Ray Amberg, director 
of University of Minnesota Hospitals, 
Minneapolis 14; Rev. Bolton Boone, 
administrator of Methodist Hospital of 
Dallas 22, Tex.; Marshall I. Pickens, 
director of Hospital and Orphans Sec- 
tion, Duke Endowment, Charlotte 2, 
N.C.; Frank C. Sutton, M.D., director 
of Miami Valley Hospital, Dayton 9, 
Ohio; Tol Terrell, administrator of 
Shannon West Texas Memorial Hos- 
pital, San Angelo, Tex.; and G. Otis 
Whitecotton, M.D., medical director 
of Highland-Alameda County Hospital, 
Oakland, Calif. 


The Board of Trustees of the 
American Hospital Association has 
approved, at its meeting May 18- 
19, the following changes in the 
Bylaws of the Association. These 
changes are being published in ac- 
cordance with requirements as set 
forth in Article XI, Section 1 of 
the Bylaws of the American Hospi- 
tal Association, 


PROPOSED REVISIONS OF THE 
REGULATIONS AND BYLAWS OF THE 
AMERICAN HOSPITAL ASSOCIATION 

(New words in SMALL CAPS. 

Portions recommended for 

deletion in italics.) 


ASSOCIATION REGULATIONS 


ARTICLE I—LISTING PRO- 
GRAMS. Section 3. Listing of Hos- 
pital Architects. 
Amend paragraph (a) Require- 
ments for Applicants, to read: 
“(a) Requirements for Appli- 
cants. Each applicant for ap- 
proval must establish to the sat- 
isfaction of the Subcommittee 
on Hospital Architects’ Qualifi- 
cations OF THE COMMITTEE ON 
LISTINGS AND APPROVALS that:” 
Amend Section 4. Listing of Fund- 
Raising Counsel, to read: 
“The Association may maintain 
a roster of fund-raising counsel. 
The following are standard prac- 
tices and obligations TO BE AP- 
PLIED BY THE COMMITTEE ON 
LISTINGS AND APPROVALS AND re- 
quired of fund-raising counsel 
to qualify for listing by the 
American Hospital Association:” 
ARTICLE II—MEMBERSHIP. 
Amend Section 4. Application, to 
read: 
“Applications for membership or 
for change in type of member- 
ship shall be made to the chief 
administrative officer, in writing. 
The applicant shall become a 
member upon approval of the 
Committee on Membership 
COUNCIL ON ASSOCIATION SERV- 
ICES, subject to review by the 
Board of Trustees, and upon 
payment of the prescribed dues.” 
ARTICLE IV—PERSONAL MEM- 
BERSHIP DEPARTMENTS. Sec- 
tion 2. Officers. 
Amend paragraph (b) Duties, to 
read: 
“The departmental committee 
shall develop the RECOMMEND 
policies and shall conduct the 
programs of FOR its respective 
department within the area of 
its special interest, subject to the 
approval of its members, the ap- 
propriate council, and the Board 
of Trustees.” 
ARTICLE VI—APPROVAL PRO- 
GRAM FOR HOSPITAL SERVICE 
PLANS. Section 2. Approval 
Standards for Regular Type IV 
Membership. 
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Amend paragraph (a) item (3), 
to read: 

“(3) Extent of Benefits. A plan 
shall cover on behalf of all mem- 
ber patients who are enrolled 
under its most widely held cer- 
tificate, OR UNDER ALL CERTIFI- 
CATES in force, an average of not 
less than 75 per cent of the total 
amount billed for usual and cus- 
tomary hospital services ren- 
dered to inpatients during the 
full coverage period, such per- 
centage to be computed from 
bills of all member patients who 
occupy either semiprivate or 
ward accommodations in con- 
tracting hospitals. What consti- 
tutes usual and customary hos- 
pital services shall be determined 
in accordance with local usage 
and custom in the area in which 
the plan operates and, in general, 
shall include all items on the 
hospital bill, excepting fees of 
attending physicians, charges for 
private duty nurses and charges 
for convenience items not di- 
rectly related to hospital care.” 
Amend paragraph (b) Failure to 
Meet Approval Standards, to 
read: 

“Tf a plan fails to meet the pro- 
visions of one or more of the 
standards set forth under para- 
graphs 1 through 9 of this sec- 
tion, the Council on Blue Cross, 
Financing and Prepayment Com- 
MITTEE ON LISTINGS AND APPROV- 
ALS may recommend to the Board 
of Trustees of the American 
Hospital Association that such 
plan’s right to employ the seal 
of the American Hospital Asso- 
ciation and to use the words 
‘Approved by the American Hos- 
pital Association’ in identifying 
itself be withdrawn. IN ADDITION, 
THE COUNCIL ON BLUE Cross, FI- 
NANCING AND PREPAYMENT MAY 
SUBMIT ITS RECOMMENDATIONS 
THEREON THROUGH THE COORDI- 
NATING COUNCIL TO THE BOARD 
oF TRUSTEES. If a plan fails (1) 
to furnish such information in 
support of its application as may 
reasonably be required, or (2) 
to comply with the foregoing 
standards, all within such period 
as the Board of Trustees may 
deem reasonable, the Board of 
Trustees may terminate its ap- 
proval.” 
ARTICLE VI—APPROVAL PRO- 
GRAMS FOR HOSPITAL SERV- 
ICE PLANS. Section 3. Require- 
ments for Associate Type IV 
Membership. 
Amend paragraph (a) Require- 
ments for approving hospital 
service plans for Associate Type 
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IV membership, item (9), to read: 
“Reports as to fiscal condition 
and membership status and such 
other reports as may reasonably 
be required shall be furnished 
to the Blue Cross Commission 
BoarD OF TRUSTEES of the Amer- 
ican Hospital Association upon 
request.” 


ARTICLE VIII—COMMITTEES 
AND ASSOCIATION REPRE- 
SENTATIVES RESPONSIBLE TO 
THE BOARD OF TRUSTEES. Sec- 
tion 1. Committee on Listings. 
Amend paragraph to read: 
“Section 1. Committee on List- 
ings AND APPROVALS. The mem- 
bers of the Joint Commission on 
Accreditation of Hospitals ap- 
pointed by the American Hospi- 
tal Association shall recommend 
acceptable hospitals for the an- 
nual hospital listing of the As- 
sociation and for additions 
and/or deletions from such other 
lists as are maintained from time 
to time by the Association. The 
chief administrative officer of 
the Association shall be an offi- 
cial member of the Committee 
on Listings AND APPROVALS and 
shall preside at meetings of the 
committee. THE COMMITTEE 
SHALL MAKE RECOMMENDATIONS 
TO THE BOARD OF TRUSTEES WITH 


REGARD TO APPLICATIONS FOR AP- 
PROVAL SUBMITTED BY HOSPITAL 
SERVICE PLANS.” 
Amend Section 2. Subcommittee 
on Hospital Architect’s Qualifica- 
tions, to read: 
“The Subcommittee on Hospital 
Architects’ Qualifications of the 
Committee on Listings AND AP- 
PROVALS shall be responsible for 
the particular qualifications for 
listing of hospital architects and 
shall make recommendations to 
the Committee on Listings AND 
APPROVALS of names of archi- 
tects who have complied with 
the qualifications so established. 
The suBcommittee shall consist 
of nine members, four of whom 
shall be members who are active 
hospital administrators, four 
members who are active hospital 
architects, and the chairman of 
the Council on Planning, Financ- 
ing and Prepayment ADMINIS- 
TRATIVE PRACTICE who shall serve 
as chairman of the subcommit- 
tee. Appointments shall be for 
three-year terms for members 
of the suBcommittee other than 
the chairman. Each year one 
hospital administrator and one 
hospital architect shall be ap- 
pointed, except that every third 
year two administrators and two 
architects shall be appointed.” 














First Choice of the First Hospitals 


Diaek Contots 


1847 North Mein Street 


A nurse 
told me 


—that she had heard Diack 
Controls lack a time factor. 


I advised her to test a Diack 
in her own autoclave plac- 
ing a culture of B. subtilis 
(culture test) right next to 


the Diack. 

She found that the B. sub- 
tilis and its highly resistant 
spores were killed in less 
than half the time required 
to melt Diacks. 


ALL REPUTABLE HOSPITAL SUPPLY DEALERS 
SELL DIACK CONTROLS. 


ROYAL OAK, MICHIGAN 











president, a secretary, an assist- 
ant secretary, A TREASURER, and 


ARTICLE II—HOUSE OF DELE- 


ARTICLE IX—COUNCILS. Sec- 
GATES. Section 8. Adjustments, 


tion 5, Committees of Councils. 


Amend paragraph (a) Terms of 
Appointment, to read: 
“Each council may establish, 
subject to approval of the Co- 
ordinating Council and of the 
Board of Trustees, such commit- 
tees as may be deemed necessary 
to carry forward the work of the 
council. 
‘‘The Coordinating Council 
BoaRD OF TRUSTEES shall ap- 
point, from nominations sub- 
mitted by the council chairman 
AND RECOMMENDED BY THE Co- 
ORDINATING COUNCIL, the mem- 
bers of committees of the coun- 
cil. 
“The number of members to be 
appointed to serve on any com- 
mittee of a council shall be de- 
termined by the council chair- 
man on the basis of the needs of 
the committee to accomplish its 
charge, subject to approval of 
the Coordinating Council AND 
BOARD OF TRUSTEES. 
“Appointments to committees of 
a council shall terminate at the 
close of the Association’s annual 
meeting. A committee member 
may be appointed to succeed 
himself.” 
Amend Section 5. Committees of 
Councils, paragraph (b) Chair- 
man, to read: 
“The chairman of a committee 
shall be designated by the coun- 
cil chairman from among the 
members of the committee, sub- 
ject to approval of the Coordi- 
nating Council AND BOARD OF 
TRUSTEES. 
“The chairman of the council 
shall be a member ex officio of 
all committees of the council.” 
Amend Section 5. Committees of 
Councils, paragraph (d) Vacan- 
cies, to read: 
“The council chairman shall be 
authorized to fill vacancies on 
any committee of the council, 
subject to approval of the Co- 
ordinating Council AND BOARD OF 
TRUSTEES.” 


Amend paragraph to read: 
“Dues of Institutional and As- 
sociate members located outside 
the boundaries of the continental 
United States, Personal members 
affiliated with such Institutional 
and Associate members, and full- 
time students in recognized pro- 
grams in hospital administration 
may be adjusted from time to 
time by the Board of Trustees. 
In addition, the Board of Trus- 
tees, in its discretion, may de- 
crease the schedule of dues to 
meet special conditions that may 
arise with respect to members 
of the Association.” 


ARTICLE VII—BOARD OF 
TRUSTEES. Section 1. Composi- 
tion. 


Amend peragraph to read: 

“The Board of Trustees shall 
consist of the president, the im- 
mediate past president AND the 
president-elect, and the treas- 
urer, who shall be members of 
the Board of Trustees ex officio 
with power to vote; nine TEN 
trustees who shall be elected by 
the House of Delegates from 
among duly accredited repre- 
sentatives of Institutional mem- 
bers and Contracting Organiza- 
tions of the Association in good 
standing at the time of their 
election and during the term of 
their office; and two trustees 
who shall be elected by the 
House of Delegates from among 
candidates recommended by the 
Blue Cross Association.” 


ARTICLE VII—BOARD OF TRUS- 
TEES. Section 2. Election. 


Amend paragraph to read: 
“At each annual meeting of the 
House of Delegates, three trus- 
tees shall be elected, from among 
duly accredited representatives 
of Institutional members and 
Contracting Organizations of the 
Association, TO SUCCEED THE 
TRUSTEES WHOSE TERMS THEN EX- 
PIRE, as well as a successor to 
any trustee elected upon recom- 
mendation of the Blue Cross As- 


an assistant treasurer, all to be 
appointed by the Board of Trus- 
tees.” 


ARTICLE VIII—OFFICERS. Sec- 
tion 2. Election. 


Amend paragraph to read: 
“Persons eligible to be president, 
president-elect, AND immediate 
past president and treasurer of 
the Association shall be ac- 
credited representatives of Insti- 
tutional members of Contracting 
Organizations of the Association 
in good standing at the time of 
their election and during the 
term of their office. The officers 
to PRESIDENT-ELECT SHALL be 
elected from the eligible mem- 
bership of the Association by the 
House of Delegates at the annual 
meeting of the House of Dele- 
gates shall be the president-eiect 
and the treasurer.” 


ARTICLE VIII—OFFICERS. Sec- 
tion 3. Term. 


Amend paragraph to read: 
“The president AND the immedi- 
ate past president and the treas- 
urer each shall serve for a one- 
year term. The president-elect 
shall assume the office of presi- 
dent during the annual meeting 
next following the annual meet- 
ing at which he is elected as 
president-elect. The treasurer 
shall assume office during the 
annual meeting at which he is 
elected.” 


ARTICLE X—-COMMITTEES. Sec- 
tion 1. Appointments. 


Amend paragraph to read: 
“The Coordinating Council shall 
appoint the members of commit- 
tees CHAIRMAN AND MEMBERS OF 
COMMITTEES, other than the 
Committee on Nominations and 
such special committees as the 
Board of Trustees may direct the 
president to appoint, SHALL BE 
APPOINTED BY THE BOARD OF TRUS- 
TEES UPON RECOMMENDATION BY 
THE COORDINATING COUNCIL AND 
AFTER On nomination by the 
chairman of the appropriate 
council.” 


ARTICLE X—COMMITTEES. Sec- 
tion 4. Committee on Nominations. 
Amend paragraph (b) Duties to 
read: 
“The Committee on Nominations 
shall nominate to the House of 


BYLAWS OF THE ASSOCIATION 


ARTICLE II—MEMBERSHIP 
AND DUES. Section 6. Life Mem- 
bership. 
Amend paragraph to read: 
“THE PAST PRESIDENTS OF THE 


sociation whose term then ex- 

pires, all such trustees to be 

elected by majority vote of the 

Delegates present and voting.” 
ARTICLE VIII—OFFICERS. Sec- 
tion 1. Officers. 


ASSOCIATION SHALL BE Life mem- 
bers shall be. Personal members 
who shall have their membership 
continued for life after they shall 
have paid annual dues applicable 
to a period of 30 years. Life 
members shall pay no dues.” 


Amend paragraph to read: 
“The officers of the Association 
shall be: a president, a presi- 
dent-elect, AND an immediate 
past president, and a treasurer 
all to be elected by the House of 
Delegates, and an executive vice 


Delegates at the annual meeting 
four candidates for Delegates at 
Large as provided under Article 
VI, Section 3 (h) of these by- 
laws. It shall also nominate to 
the House of Delegates at the 
annual meeting candidates for 
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president-elect, treasurer, and 
members of the Board of Trus- 
tees, Other nominations for any 
or all of these officers may be 
made from the floor of the House 
of Delegates, except that candi- 
dates for two trustee offices, as 
provided in Article VII, Section 
1, shall be nominated only from 
among persons recommended by 
the Board of Governors of the 
Blue Cross Association.” a 





Hospital automation: 
the needs and the 
prospects 
(Continued from page 43) 

the machine’s memory, where it, 
in turn, becomes part of the data 
concerning the patient and is re- 
viewed constantly to make sure 
that it is consistent with the pa- 
tient’s needs. 


OTHER USEFUL ROLES 


The proposed HIPO system might 
furthermore achieve other useful 
roles for the hospital. Once the 
information on patients has been 
encoded, various other summaries 
of the information could be ob- 
tained rather economically, per- 
haps on a nightly basis. For exam- 
ple, the midnight census and other 
patient census data could be ob- 
tained routinely and without sig- 
nificant cost. 

Many other kinds of summaries 
might be obtained. The physician 
might be presented with a list of 
orders which he needs to renew. 
Furthermore, on some cases and 
for some drugs, he might have 
running accounts of the cumulative 
dose his patients have received of 
a given drug. To do this now is a 
rather difficult chore. The nurse, 
in turn, might easily get a picture 
of the variety of PRN’s (medicines 
given at the nurse’s discretion) 
which she has available to meet 
any given situation. Furthermore, 
the nurse may be able to anticipate 
her work loads more adequately 
and therefore eliminate some of the 
idle time previously mentioned. 

A great variety of administra- 
tive research studies could be done 
very economically through HIPO. 
Trends in work loads, drug con- 
sumption and other factors in var- 
ious parts of the hospital or various 
categories of patients could be ob- 
tained almost routinely by the ad- 
ministrator to help guide the over- 
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all administration of the hospital. 


PATIENT BILLING 


Probably one of the most im- 
portant aspects of the system could 
be the facilitation of patient billing 
for drugs received and other serv- 
ices rendered. In fact, if the system 
were extended to other types of 
orders, patients could easily be 
billed for each service rendered to 
them. 

It may be asked why this system 
could not be extended to all phy- 
sician orders. It might very well 
be extended; original consideration 
was merely limited to the most 
common type of physician order— 
that for medications. However, it 
is entirely probable that the sys- 
tem could be extended to other 
types of physician orders such as 
those for patient observations, pa- 
tient treatments, diets and formu- 
las and others. 

The question is whether the ad- 
ditional expenses involved in per- 
forming this on the HIPO system 
would be warranted by the volume 
of such orders in the hospital. In 
evaluating the proposed system, 
one must consider not only the 
economic aspects but also the in- 
direct effects, particularly in terms 
of improving quality of care and 
over-all efficiency. For example, 
how many patients have had to 
stay extra days in hospitals be- 
cause someone forgot to properly 
prepare them for a laboratory or 
x-ray examination the following 
day? In addition to errors of this 
type, which result only in incon- 
venience, are errors that are much 
more serious and may actually be 
risky to the patient. We believe 
that it will be possible to material- 
ly reduce such errors by the use of 
such a system. 

In summary, we believe that 
many areas of the hospital will 
enjoy the benefits of automation or 
labor-saving devices. Several of 
these, notably in the laboratory 
and in the critical care areas of 
hospitals, are already available. In 
our opinion, the largest single un- 
explored area of labor-saving de- 
vices is in record-keeping on the 
wards. 

We have proposed a new system, 
HIPO, which we believe could be 
made economically sound and pro- 
vide substantial opportunities for 


economic savings to the hospitals 
if properly pursued. We consider 
as one of our most vexing problems 
finding the way to develop the 
proposed and similar systems into 
realities which will be useful to 
our hospitals in the near future. ® 





Your president reports 
(Continued from page 53) 


schedule, an item unexpectedly 
evokes a prolonged discussion. So 
does the next and the next. About 
the time he begins to become 
panic-stricken the council again 
shifts into high gear and proves 
once more Parkinson’s rule: ‘All 
work expands (or contracts) to fill 
the time available for its comple- 
tion.’ He heads for home in amaze- 
ment that the council accom- 
plished so much and in admiration 
for the meticulous preparation on 
the part of the AHA staff, realiz- 
ing that it was this which made 
the accomplishment possible.” 

Dr. Hamilton believes his coun- 
cil’s greatest challenge is to insure 
that professional practices in hos- 
pitals provide optimum patient 
care with the greatest possible 
economy. 

Among the interesting develop- 
ments this year in the Council on 
Research and Education is the 
broadening of responsibility to in- 
clude serving as the Advisory 
Committee for the Hospital Re- 
search and Educational Trust Dean 
A. Clark, M.D., said. “As council 
chairman,” he continued, “I feel 
that our work would be more effec- 
tive if our component committees 
could meet more often on stated 
regular dates. The work of the 
American Hospital Association is 
basically dependent upon the 
work of its smallest units; i.e., its 
committees. Personally, I should 
be glad to have our hospital pay 
larger dues to make more fre- 
quent committee meetings pos- 
sible.” 

Dr. Clark is general director of 
Massachusetts General Hospital in 
Boston. 

Although space does not permit 
giving a detailed picture of the 
work of the councils, I hope you 
have enjoyed sharing with me 
some thoughts of our chairmen. 


99 





AUGUST 1, 1961 


SERVICES 


CONTRACT HOSPITAL HOUSEKEEPING 
SERVICE: Having successfully pioneered 
this relatively new field of Contract Hos- 
pital Housekeeping, we feel qualified to 
solicit your hospital’s housekeeping re- 
sponsibilities. We have established com- 
plete housekeeping programs at six major 
hospitals throughout the country, furnish- 
ing all labor, supervision, supplies, equip- 
ment, insurance, etc., to fulfill this task. 
If you have 150 beds or more, perhaps we 
could relieve your hospital of this trouble- 
some problem. Our efficient methods and 
procedures often result in a money sav- 
ings to the hospital. We would sincerely 
appreciate an opportunity to make a no 
obligation detailed study of your facilities 
so that we could prepare a proposal for 
your consideration. We welcome inspec- 
tions of those hospitals that we now have 
under contract. For more information 
write RED TOP MAINTENANCE SERV- 
ICE, INC., 7018 Central, SE Albuquerque, 
New Mexico. 








FINANCIAL PLANNING SERVICE for 
hospital fund raising and development. 
Over 25 years experience. Free Consulta- 
tion. Inquiries welcome. Address HOSPI- 
TALS, Box K-82. 





FOR SALE 


1-JEWETT MODEL 4R MORTUARY RE- 
FRIGERATOR—4 body. Used only six 
months. Best offer. Purchasing agent, 
Presbyterian-St. Luke’s Hospital, 1753 W. 
Congress, Chicago 12, Illinois. 








Almost new HOSPITAL EQUIPMENT, 
SUPPLIES. Immediate sale. July, Aug. dis- 
play, Erie, Pa. By appointment: Box 806, 
Erie, Pa. TW 94507. 





POSITIONS OPEN 





THE UNIVERSITY OF NEW SOUTH 
WALES CHAIR OF HOSPITAL ADMIN- 
IST RATION: The University of New South 
Wales invites applications for appointment 
to the Chair of Hospital Administration. 
The successful applicant will be responsi- 
ble for the administration and development 
of the school of Hospital Administration 
and all courses provided by it, including 
those of its Department of External Studies. 
The school provides a course leading to the 
degree of Master of Hospital Administra- 
tion and a full-time extension course in 
Hospital Administration. The Professor wil! 
be expected to collaborate in the work of 
the Faculty and serve on the Professional 
Board and other committees. The salary 
will be A4,292 per annum. After passing a 
medical examination, the successful appli- 
cant will be eligible to join the State 
superannuation scheme, which provides for 
a maximum pension of A2,184 per annum. 
Professors are eligible for six months’ 
study leave on full salary after three years 
of service or twelve months after six years 
of service. Subject to the consent of the 
Council of the University, Professors may 
engage in a limited amount of higher con- 
sultative work. With the approval of the 
University and its bankers, married men 
may be assisted by loans to purchase a 
home. First-class ship fares to Sydney of 
appointee and his family will be paid. The 
university reserves the right to fill the 
Chair by invitation. Further details of con- 
ditions of appointment may be obtained 
from the Agency General for New South 
Wales from the address given below. Four 
copies of applications, with the names of 
three referees and a recent photograph, 
should be lodged with the Agent General 
for New South Wales, 56-57 Strand, London, 
W.C.2, and a copy forwarded to the Ap- 
pointments Section, The University of New 
South Wales, Box 1, Post ce, Kensing- 
ton, N.S.W., by airmail to arrive before 
8th September, 1961. 
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cLrasfiDl ERTISING 


DEPUTY DIRECTOR OF INSTITUTIONS 
AND DEPARTMENTS (Milwaukee Coun- 
ty) : $12,072 to $14,490 annually. Vital exec- 
utive position to assist the director in car- 
rying out administrative responsibility for 
the management, operation, maintenance 
and improvement of county institutions 
and departments including large medical 
and surgical hospital, hospitals for acute 
and chronic mentally ill, tuberculosis san- 
atorium, dispensary and emergency hos- 
pital, infirmary, psychiatric guidance clinic, 
home for dependent children, department 
of public welfare, central administration 
offices and various maintenance services, 
which utilize more than 4,000 employes and 
have an average population of approxi- 
mately 5,500 patients; annual budget ap- 
propriation approximates 52 million dollars. 
. .. College graduates with at least 8 years’ 
experience in responsible administrative 
or supervisory position, demonstrating abil- 
ity and capacity to handle major problems 
of administration. Attractions: sound re- 
tirement plan including social security; 
liberal paid vacation, holidays, sick allow- 
ance, medical and group life insurance 
plans. Formal application must be filed 
before 4:00 p.m. Thurcday, August 22, 1961, 
MILWAUKEE COUNTY CIVIL SERVICE 
COMMISSION, Room 206, Courthouse, Mil- 
waukee 3, Wis. 


DIRECTOR OF BUREAU OF HOSPITAL 
REVIEW: New York State Department of 
Health. Establish and carry out new 
State-wide program concerned with re- 
view of scope, quantity and quality of 
hospital care and direct studies and activi- 
ties in the field of voluntary hospital in- 
surance and medical economics. Head- 
quarters: Albany, New York. Salary: $18,- 
000 with possibility of supplementation 
through university teaching appointment. 
For exceptionally qualified candidate a 
higher salary may be obtained. Qualifica- 
tions: M.D. degree. Three or more years 
in hospital administration and planning or 
equivalent. Graduate education in hospital 
administration or public health desirable. 
Submit curriculum vitae to: Richard H. 
Mattox, Director of Personnel. New York 
State Department of Health, 84 Holland 
Avenue, Albany, New York. 


HOSPITAL FOOD SERVICE DIRECTOR: 
Management Company, nationally recog- 
nized as a leader in its field, offers quali- 
fied candidate excepticnal opportunities in 
dietary department management. The man 
we are interested in holds a degree from 
a school with a specialized program in 
food and nutritional Management. He 
would have from five to ten years of suc- 
cessful dietary department management ex- 
perience in a hospital with 300 or more 
beds. He would possess a working know]l- 
edge of the Mechanics and logic of die- 
tetics and nutrition. He would be an or- 
ganizer, capable of training dietary 
department employees in their duties and 
work detail. Lastly, our man would 
career-centered, interested in growing 
within our organization. If you feel you 
qualify as “Our Man”, send a detailed 
resume stating age, educational background 
and employment record covering the last 
ten years of your employment. All inquiries 
will be held in strictest confidence. Address 
HOSPITALS, Box K-83. 


ASSISTANT SUPERVISOR, EVENINGS 
AND/OR NIGHTS: Full or part time, 400 
bed private general hospital with school 
of nursing. Applicants should be in excel- 
lent health between approximate ages of 
26-45. B.S. degree in nursing or equivalent, 
with previous head nurse or supervisory 
experience required. Liberal salary range 
and employee benefits. Excellent working 
conditions in one of midwest’s foremost in- 
stitutions, centrally located in city and 
convenient to outstanding residential and 
ont. facilities. Address HOSPITALS, 
ox K-72. 


EXECUTIVE DIRECTOR REQUIRED, 
Royal Alexandra Hospital, Edmonton, 
Alberta. 729 bed general hospital now add- 
ing 600 more beds. Large new school for 
nurses. Medical undergraduate teaching— 
either medical or non-medical background 
acceptable. Experience needed. State quali- 
fications, salary expected and when avail- 
able. Please furnish references. Apply B. C. 
Whittaker, Q. C., Chairman, Edmonton 
Hospital Board, Room 304 Canadian Bank 
of Commerce Building, Edmonton, Alberta. 

















DIETITIAN ADA: Expanding midwestern 
pharmaceutical company has opening in 
Dietetic services program. Duties include 
planning diets, performing dietetic library 
research, answering professional corre- 
spondence, and representing ccmpany at 
medical, dietetic, and lay meetings. Sal- 
ary $6,000 to $6,500 depending upon qual- 
ifications. All inquiries confidential. Send 
resume to HOSPITALS, Box K-88. 

All qualified applicants will receive con- 
sideration for employment without regard 
to race, color, or national origin. 





WOOD ARDS 


«2 85 \.Wabash-Chicaso, IL 


Founders of the personnel counseling service 
to the medical profession, serving medi- 
cine with distinction over half a century. 


RAndolph 6-5682 


ADMINISTRATORS: (a) Top calibre man; 
adm 600-bd full accred gen; to $21,000; Ige 
city, Calif. (b) MHA w/3 yrs exp min 
adm hsp inst w/2 units, 1500 empl; exc 
oppor, future & financial; E. (c) 125-bd 
JCAH; twn. 25,000 Mid-E; $10,000 start. (d) 
Adm 100-bd full accred w/expandsn to 
225-bds underway; reqs qual man; res 
suburb, lge MW city. (e) 450-bd med schl 
affil gen; very attract sal; educ centr S. 
(f) Adm 80-bd gen; $9-$12,000; Calif. (g) 
Asst adm, new post, reqs degree; 275-bd 
full accred hsp; $7500-$10,000; Mid-Atlantic. 
(h) Asst dir; charge of Business service; 
reqs accntg exper; & MHA; 1300-bd unit; 
$9-$12,000; South. 


ADMINISTRATIVE POSTS: (i) Cl mngr; 
w/knowledge insurance; 20-man spec grp; 
excel sal & oppor; Calif. (j) Compt; pref 
CPA; new post; 700-bd full accred gen; 
excel sal; Mid-S. (k) Personnel dir; 300- 
bd full accred gen; $6-$9000 start; coll twn; 
S-Atlantic. (1) Publ Relatns dir; 300-bd 
full accred gen; $5200; S. 


ANESTHETISTS: (a) Join 1 other, active 
med staff, 75-bd apprv’d gen hsp, 3 yrs 
old; sal & call aver $7800 pr yr; MW. (b) 
Vol gen hosp 120 bds; $7200; city 20,000 
fairly nr Bay area. (c) Busy staff & surg, 
100-bd apprv’d gen hsp; $7200 & 50% of 
call duty fee; resort twn 25,000; SE. (d) 2 
staff; work w/2 MD anes; 300-bd vol gen 
hsp; $7200 & OB call if desired; SW resort 
city 150,000. 


DIRECTOR OF NURSES: (a)Pref MS to 
hd sch, service in 600-bd fully apprv’d gen 
hsp; schl to be opened late 1961; SE resort 
loca. (b) Degree pref to hd nurs’g serv, 
200-bd gen hsp serv’g as med ctr for 
surround’g area; to $9000; MW city 30,000. 
(c) Nurs’g serv, fully accred 500-bd gen 
hsp; ideal loca, lge city, So. (d) Nurs’g 
serv 85-bd hsp expand’g to 150 bds; $6800; 
So. Cal. 


EXECUTIVE HOUSEKEEPERS: (a) Req’s 
organizational abil to supv 50 in busy 
dept, 350-bd gen hsp expand’g to 500; vic 
$6000; univ city 40,000; MW. (b) Supv 
staff of 75 in 300-bd hsp, active rsrch progs; 
21 clin, rsrch depts; lovely lge univ city; 
E. (c) Req’s outstand’g candidate, capable 
supv nrly 100 in busy dept, 500-bd vol gen 
hsp; to $7000; coll city, Mid E. (d) Exp’d 
in Ige hsps to supv 85 in dept, 600-bd vol 
gen hsp, expand’g; to ; SW resort, 
tourist, univ ctr; very lge city. (e) New 
vol gen hsp 400-bds, opened early ‘61; 
superb facil; nr lge univ med ctr; SE. 


PHARMACISTS: (a) Chief; new gen hsp 
200 bds, just opened; vic $6000; Chgo sub- 
urban area. (b) Full chge dept, 10-dr clin 
& sm affil hsp, $9,000 plus oppty for com- 
mission; MW. 


PHYSICAL THERAPISTS: (a) Chief; 14- 
dr clin incl orth surg; well equip’d dept; 
lovely Cal resort loca. (b) Chief; 200-bd 
gen hsp; sev board orth on med staff; to 
$7200; lovely twn, Iowa. (c) Chief; dept 
principally concerned acute ther, rather 
than rehab; 220-bd gen hsp; to $6000; SW 
resort city. 
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El Camino Hospital, Mountain View, Cali- 
fornia, opening September 1, 1961, is now 
accepting applications for REGISTERED 
NURSES, THERAPISTS, X-RAY TECHNI- 
CIANS and LABORATORY TECHNI- 
CIANS. El Camino Hospital, with 307 beds, 
is located in the Mountain View-Los Altos- 
Sunnyvale area, 35 miles south of San 
Francisco and 10 miles north of San Jose. 
There are three colleges within 15 minutes 
of the hospital—Stanford University, Santa 
Clara University and San Jose State Col- 
lege. Write Director of Personnel, El Ca- 
mino Hospital, 2500 Grant Road, Mountain 
View, California. 


OPERATING ROOM NURSE wanted for 
272-bed general hospital. Must have OR 
experience. Complete, new modern op- 
erating area consisting of six operating 
rooms, air-conditioned with the latest 
modern equipment, plus 14-bed recovery 
room and central sterilizing. Excellent 
salary with one of the finest nurses’ per- 
sonnel policies. Beautiful nurses’ home 
with all private rooms nicely furnished. 
If interested, write or apply Dover Gen- 
eral Hospital, Dover, New Jersey, c/o C. 
T. Barker, Director. 


EXECUTIVE HOUSEKEEPER: A very de- 
sirable position available immediately for 
an experienced housekeeper to carry on a 
well organized training program and di- 
rect our large housekeeping staff. We are 
a 450 bed general hospital with complete 
modern facilities. You will receive many 
employee benefits including an excellent 
retirement program. Please mail your pro- 
fessional qualifications to the Personnel 
Director, Butterworth Hospital, Grand 
Rapids 3, Michigan. 


DIETITIANS ADA: (female) National 
management organization with impeccable 
professional reputation offers career- 
minded ADA therapeutic and administra- 
tive dietitians exceptional opportunities as 
members of its professional Hospital Divi- 
sion staff. Attractive starting salary. Trav- 
eling moderate to heavy — depending on 
operational requirements. Paid traveling 
expenses. Future based on individual 
growth potential. Submit complete resume, 
including education, internship and work 
background. All inquiries held in strictest 
ene Address HOSPITALS, Box 
GENERAL DUTY STAFF NURSES: Vacan- 
cies on all services due to completion of 
new wing which has increased bed capac- 
ity above 400. Private general hospital with 
125 student school of nursing, 3 year di- 
ploma course. University nearby for ad- 
vanced study. 40 hour week. Excellent 
salary and liberal benefit program, includ- 
ing noncontributory pension plan, in out- 
standing midwestern institution. Centrally 
located in the city and convenient to resi- 
dential and shopping facilities. Living ac- 
commodations adjacent to the hospital 
available at nominal rent. Address HOS- 
PITALS, Box K-71. 

PEDIATRIC RESIDENCY: Approved 2 
year program in 100 bed Children’s Hospi- 
tal affiliated with Grady Memorial Hospi- 
tal, Atlanta, Georgia. One Ist year and 
one 2nd year post available immediately 
after July 1, 1961, due to unavoidable 
contract cancellations. Stipend $325.00 and 
$350.00 a month with Room, Board, and 
Laundry. Contact: Director of Medical 
Education, T. C. Thompson Children’s 
Hospital, Chattanooga, Tennessee. 

















NURSE ANESTHETIST for 100 bed gen- 
eral hospital to complete staff of three. 
New, modern, air conditioned hospital lo- 
cated in Midwest University town. Salary 
open dependent on qualifications and ex- 
perience. Write: Jack Edmundson, Admin- 
ease. Doctors Hospital, Carbondale, 
inois. 


MEDICAL RECORD LIBRARIAN eligible 
for registration, to head department within 
one year, in 115 bed general hospital lo- 
cated on the sound in southern Connecti- 
cut. Expansion program. Please send full 
details on qualifications and training to 
HOSPITALS, Box K-87. 

DIETITIAN OR FOOD SERVICE MANA- 
GER for 60 bed general hospital in west 
central Michigan. To be in charge of 
kitchen and food service. Salary open. 
Contact: Ralph Tarr, Administrator, Grand 
Haven Municipal Hospital, Grand Haven, 
Michigan. 

PHYSICIAN: East coast hospital, St. 
Augustine, Florida—offers an excellent op- 
portunity for a young General Practitioner 
or Internist (Florida Licensed). Office in 
hospital—take over good practice of doc- 
tor. For information contact Administrator 
of above hospital. 


Attractive opportunity for ADA REGIS- 
TERED DIETITIAN in 500 bed hospital. 
Selection, training and supervision of di- 
etary employees; planning and writing 
modified diets. Salary commensurate with 
background and experience. Liberal ben- 
efits. Apply Personnel Director, Iowa 
Methodist Hospital, Des Moines, Iowa. 


DIRECTOR OF NURSING EDUCATION to 
direct staff of ten instructors in develop- 
ing and presenting entire educational cur- 
riculum to eightiy studaents in 440 bed, 
multi-functioning, general hospital. Affili- 
ated with University of Louisville School 
of Medicine. Serve professionally in a 
learning environment. Contact: Miss Jor- 
dan, Director of Nurses, Louisville General 
Hospital, Louisville 2, Kentucky. 


EXECUTIVE HOUSEKEEPER: 260 bed hos- 
pital. Must have supervisory experience to 
participate in top management. Experience 
and qualifications should be sent to Mr. 
D. E. Gilbert, Administrator, Brocton Hos- 
pital, Brocton, Massachusetts. 


LABORATORY TECHNOLOGIST: 62 bed 
accredited hospital. Male or female. Will 
consider recent graduate who has not 
taken registry. Salary open. Write or 
phone collect, Administrator, Shawano 
Community Hospital, Shawano, Wisconsin. 


ADMINISTRATOR for a new private 
home for the aged operated under a junior 
league and community board. Located in 
Columbus, Georgia. Salary open. Apply 
to: Mrs. Elliot S. Waddell, Chairman of the 
Board, Highland House, 2920 Edgewood 
Circle, Columbus, Georgia. 


ANESTHETIST, CRNA: 50 bed hospital, 
expanding to 68 beds this summer, three 
doctor medical staff, Northwestern S. Dak., 
salary open, write: R. J. Molgard, Admn., 
Five Counties Hospital, Lemmon, S. Dak. 


COMPTROLLER hospital accounting ex- 
perience, 500 bed hospital, knowledge of 
automation helpful, apply: Dr. J. A. Ros- 
enkrantz, Newark Beth Israel Hospital, 
201 Lyons Avenue, Newark, N. J. WA 3- 
6000. 





























EVENING CLINICAL INSTRUCTOR: 
Should have B.S. degree in nursing edu- 
cation or equivalent, and minimum of two 
years experience in two of the following 
positions: instructor, assistant instructor, 
head nurse. 400 bed private general hos- 
pital with 125 student school of nursing, 
three year diploma course. Address HOS- 
PITALS, Box K-73. 


DIETARY CLINICAL INSTRUCTOR: 
School of nursing (300 students}, for 570- 
bed general hospital in residential suburb; 
patient-centered program of nutrition in- 
struction; 40 hour week; salary open with 
liberal fringe benefits. Write qualifica- 
tions and experience to: personnel direc- 
tor The Reading Hospital, West Reading, 
Pennsylvania. 


ADMINISTRATOR: Mount Desert Island 
Hospital, Bar Harbor, Maine. 59-bed Hospi- 
tal. New 1,000, construction starting 
this August. Address inquiries to D. E 
Hobbs, 103 Main Street, Bar Harbor. 


NURSE ANESTHETIST: 90 bed hospital, 
population 16,000, college town, many 
fringe benefits, hospitalization included. 
Salary open. Contact Administrator, James- 
town Hospital, Jamestown, North Dakota. 
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ASSISTANT DIRECTOR: Hospital Associ- 
ation. Requires minimum of two years ex- 
perience in general voluntary hospital 
with administrative responsibilities. Re- 
sponsible for on-going programs and as 
assistant Director. Midwest. Address HOS- 
PITALS, Box K-78. 


NURSE ANESTHETIST for 44 bed hospital 
to complete staff of two. 40 hr. week. 
New, modern hospital. Attractive town. 
Salary open dependent on qualifications 
and experience. Maine Coast Memorial 
Hospital, Ellsworth, Maine. 

DIETITIAN: Must have hospital experi- 
ence and be qualified to take complete 
charge of Southern California hospital of 
75 beds in Pasadena area on full time 
basis. Salary open. Reply R. M. Mershon, 
Personnel Director, P.O. Box 74, Temple 
City, California. 


A.S.C.P. REGISTERED LABORATORY 
TECHNICIAN; 100-bed hospital. Apply 
G. N. Wileox Memorial Hospital, Lihue, 
Kauai, Hawaii. 


DIRECTOR OF NURSES: 48-bed hospital. 
County seat—population 2500. Adm. Mur- 
ray County Hospital, Slayton, Minn. 

















ANESTHETIST-ADMINISTRATOR for 34 
bed general hospital. Contact: A. J. Nan- 
netti, Adams County Memorial Hospital, 
Friendship, Wisconsin. 


DIETARY UNIT SUPERVISOR: must be 
qualified in menu planning, special diets, 
and complete management of food service 
for a small hospital for children. For in- 
formation write P.O. Box 1-L, Richmond, 
Virginia. 
DOROTHEA BOWLBY ASSOCIATES 
8 Souh Michigan Avenue Chicago 3, IIl. 
Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 

A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Physical Therapists, Occupational Thera- 
pists ... Engineers, Plant Superintendents, 
Pharmacists, Medical Record Librarians, 
Aneshetists, Public Relations Directors, 
Housekeepers, Bacteriologists, Biochemists, 
Medical Technologists, X-Ray Technicians, 
Food Service Managers. All inquiries from 
applicants are kept strictly confidential. 











POSITIONS WANTED 


ASSISTANT ADMINISTRATOR: Medium 
or large hospital. Bachelor of Business 
Administration and master of hospital ad- 
ministration degrees. Experienced in all 
phases of administration. Member AHA, 
APHA, NLN. Desire opportunity and 
challenge. Available for interview imme- 
diately or 63rd meeting AHA. Credentials 
and references on request. Address HOS- 
PITALS, Box K-90. hihi 6 lpi Bie set 
STAFF NURSES: Immediate opening, new 
modern, air-conditioned hospital. 40 hour 
week, above average starting salary. Con- 
tact: Wm. C. Brickley, Plainville Rural 
Hospital, Plainville, Kansas. , 

CONTROLLER: 39; degree; 12 years ex- 
perience. Presently employed 220 bed 
hospital, Pennsylvania. Will relocate. Ad- 
dress HOSPITALS, Box K-91. 





EXECUTIVE HOUSEKEEPER: Wishes to 
relocate in Hospital near 200 beds. Loca- 
tion optional. Available 30 days. Address 
HOSPITALS, Box K-89. 


FOOD SERVICE MANAGER: 38; qualified; 
prefers 85 bed hospital in Los Angeles 
area. Address HOSPITALS, Box K-84. _ 
HOSPITAL ADMINISTRATOR: Young 
man, 39 years old, desires a relocation as 
a hospital administrator. Twelve years of 
hospital experience all in administration. 
Presently employed as administrator of a 
110 bed hospital. Address HOSPITALS, 
Box K-75. ooh 
EXECUTIVE HOUSEKEEPERS and thor- 
oughly trained, uniformed housekeeping 
personnel. (See our ad under SERVICES 
in this classified section.) 


a OUR 64th YEAR 


4 WOOD IWAR Dis 
NRO 155 Mabash-Chicage, IIL 


Founders of the personnel counseling service 
to the medical profession, serving medi- 
cine with distinction over half a century. 


RAndolph 6-5682 
ADMINISTRATOR: 31; MSHA; Northwest- 
ern; 1 yr, res, 600-bd hsp; 1 yr asst adm 
150-bd hsp; 1 yr asst adm 700-bd hsp; 
seeks adm hsp 150-bds up; any loc. 


ASSISTANT ADMINISTRATOR: 30; 
MSHA; Northwestern; 1 yr adm res & 1 
yr asst adm 360-bd gen; seeks asst adm, 
200-bds or Irgr; pref MW or W; immed 
avail. 


ANESTHESIOLOGIST: 36; Southerner; 
Dipl; FACA; seeks chiefshp, warmer clim 
in fee-for-serv; now grossing $25,000. 


PATHOLOGIST: 40; Dipl, both branches; 
2 yrs asst chief, lab services very lge gen; 
seeks to broaden exper; pref E. 


RADIOLOGIST: 34; Cert; both branches; 
4 yr res & 1 yr res rad therapy; 2 yrs 
asst rad univ hsp; min $20,000; dir or chief 
of rad, hsp in Mid-E or E 
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So you think 
you know 
all about 


FUND RAISING? 


Our special booklet, “Partners in Prog- 
ress”, is available for the asking. Raising money is an art, 
especially in today's involved economy. National's expert 
fund-raising service excels in successful experience and 
“know how”. Dedication to the client's interests is the key 
note to National's continued success. 


Get your informative booklet on fund-raising today. Ne obli- 
gation, of course. 


eee cee a SE ee TT SR te TS Pe 
Gentlemen: Please send Free Copy of your booklet, 
“Partners in Progress.” 8 


Name 


1 
I 








Hospital 
Address. 





City 





b. ewanaanenanas 


NATIONAL Fun - Raising Services, NC Ais 


e 





82 Wall St., New York « 600 S. Michigan, Chicago « 
1001 Russ Building, Sen Francisco © 1105 Fulton 
National Bank Bidg., Atlanta © 208 Ridglea State Bank 
Bidg., Fort Worth © 621 :Adolphus Tower, Dalles « 
410 Asylum Street, Hertford. 
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a handy purchasing reference 
of major manufacturers 
and suppliers to the 

hospital field 


Look in the Goldenrod pages 
of Part Il of the August 1 
issue of 


HOSPITALS, 
Journal of the 
American Hospital Association 


HOSPITALS, J.A.H.A. 





Here are four reasons why: 


+ Provera is the only commercially —available 
oral progestational agent that will maintain 
pregnancy in critical tests in ovariectomized 
animals. 


* No significant side effects have been encountered. 


¢ It is available for both oral and parenteral 
administration. 


+ Provera gives the economy of effective action 
from small doses. 


Brief Basic Information 
sda oo l. M. 


objective: 


full term 


fetus 





complication: 


threatened 
abortion 


«> Oral Provera* 


Depo-Provera** 





Description 


Upjohn brand of medroxy- 
progesterone acetate. 


Aqueous suspension, 
50 mg. Provera per 
cc., for intramuscu- 
lar injection only. 





indications 


Threatened and habitual 
abortion, infertility, sec- 
ondary amenorrhea, func- 
tional uterine bleeding. 


Threatened and ha- 
bitual abortion, en- 
dometriosis. 





Dosage 
Threatened 
abortion 


10 to 30 mg. daily until 
acute symptoms subside. 


50 mg. |. M. daily 
while symptoms are 
present, followed by 
50 mg. weekly 
through ist trimes- 
ter, or until fetal 
viability is evident. 





Habitual 
abortion 
Ist trim. 


10 mg. daily. 


50 mg. I.M. weekly. 





2nd trim. 


20 mg. daily. 


100 mg. I.M. q. 2 
wks. 





3rd trim. 


40 mg. daily, through 
8th month, 


100 mg. I.M. q. 2 
wks. through 8th 
month. 





Supplied: 


2.5 mg. scored, pink tab- 
lets, bottles of 25; 10 
mg. scored, white tab- 
lets, bottles of 25 and 
100. 


Sterile aqueous sus- 
pension for intra- 
muscular use only. 
50 mg. per cc., in 
1 cc. and 5 cc. vials.t 





Precautions: Clinically, Provera is well tolerated. No significant un- 


toward effects have been 


reported. Animal studies show that 





indicated: 


Provera possesses adrenocorticoid-like activity. While such adreno- 
corticoid action has not been observed in human subjects, patients 
receiving large doses of Provera continuously for prolonged periods 
should be observed closely. Likewise, large doses of Provera have 
been found to produce some instances of female fetal masculiniza- 
tion in animals. Although this has not occurred in human beings, 
the possibility of such an effect, particularly with large doses over 
a long period of time, should be considered. 

Provera, administered alone or in combination with estrogens, 
should not be employed in patients with abnormal uterine bleeding 
until a definite diagnosis has been established and the possibility 
of genital malignancy has been eliminated. 





+Each cc. of Depo-Provera contains: Medroxyprogesterone acetate, 
50 mg.; Polyethylene glycol 4000, 28.8 mg.; Polysorbate 30, 
1.92 mg.; Sodium chloride, 8.65 mg.; Methylparaben, 1.73 mg.; 
Propylparaben, 0.19 mg.; Water for injection, q.s. 


The Upjohn Company, Kalamazoo, Michigan 
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Urology Table 


MODEL 110 


A totally new, all-power table designed by 
and for the needs of TODAY’S Urologists 


® Manevverable TUR Tray with Sterilizable Handle 
_ © Facilities for P.A. or A.P. Fluoroscopy 

© Adjustable Thigh Support with Cam Lock 

© Automatic Safety-lock on Leg Section 


AMERICAN 


: STERILIZER 


ERIE PENNSYLVANIA 
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